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Massive hemorrhage is a major complication of peptic ulcer. It is particularly 
serious in elderly patients, and the mortality rate is considerably higher in this 
group (1, 2). Little attention has been paid to the occurrence of acute myocardial 
infarction resulting from the shock of massive hemorrhage. We have found myo- 
card‘al infarction to be the most common complication of serious hemorrhage 
from peptic ulcer in the aged. 


CRITERIA OF MASSIVE HEMORRHAGE 


Massive hemorrhage is frequently not accurately defined or, at best, there is 
marked variation in the definition from author to author (3). The term is used 
to indicate that degree of blood loss which threatens life. An exact evaluation of 
the severity of hemorrhage is difficult for several reasons: 1) the amount of blood 
vomited or passed rectally cannot be measured accurately, 2) the history is fre- 
quently unreliable, 3) direct measurement of the rate of blood loss is usually 
impossible, 4) the symptoms of shock depend upon the acuteness of the hemor- 
rhage, 5) physical signs are late indicators of imminent shock, 6) laboratory 
measurements do not truly reflect the status of the circulation, and 7) the physi- 
ologic response to blood loss varies from person to person. Recognizing these 
limitations we have set up certain criteria to define massive hemorrhage, based 
on the lowest values for hemoglobin, red blood cell count and hematocrit in pa- 
tients with clinical evidence of recent acute gastro-intestinal bleeding. In most 
instances the lowest values were observed within the first twenty-four hours 
after admission to the hospital. 

The criteria are: 1) a hematocrit reading of 30 per cent or less (normal, 44 per 
cent), 2) a hemoglobin level of 10 Gm. per 100 ce. or less (normal, 14.5 Gm. per 
100 ee.), 3) a red blood cell count of 3.5 million per cu. mm. or less (normal, 5.0 
million per cu. mm.), and 4) clinical evidence of acute blood loss from the gastro- 
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intestinal tract. These figures are approximately 70 per cent of normal values, 
and agree closely with those set up by this clinic in 1951 (4). The criteria at that 
time were: a hemoglobin level of 10 Gm. per 100 cc. or less, with a red blood cell 
count of 3.7 million per cu. mm. or less. Stewart and associates (5) considered 
hemorrhage to be massive when the circulating red blood cell mass is reduced 
to 60 per cent of normal or less. Before hydration, the hematocrit is 80 per cent 
of normal when the red blood cell mass is 60 per cent of normal (6). After hydra- 
tion, the hematocrit corresponds closely to the red cell mass and also falls to a 
level of 60 per cent of normal or less. Unfortunately blood volume determina- 
tions were not made in this group. Since our cases were hospitalized in all stages 
of hydration the level of 70 per cent of normal was chosen arbitrarily. 


NEW YORK HOSPITAL SERIES, 1946-1955 


In the ten-year period from January 1, 1946 to December 31, 1955, there 
were 53 patients over 65 years of age admitted to The New York Hospital- 
Cornell Medical Center with hemorrhage from a peptic ulcer. Of these patients, 
30 met all of the foregoing criteria and were considered to have bled massively. 
The average values for the blood determinations in these patients were actually 
considerably lower than the criterion values (Fig. 1). 


MASSIVE HEMORRHAGE DUE TO PEPTIC ULCER 
30 PATIENTS 65 YEARS OF AGE AND OLDER. 


THE NEW YORK HOSPITAL - CORNELL MEDICAL CENTER 
1946 — 1955 
LABORATORY DATA EMPLOYED AS CRITERIA 
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Fic. 1. The laboratory data employed as criteria of massive hemorrhage are shown on 
the left. The average values in 30 patients in whom the criteria were fulfilled (values being 
actually lower) are seen on the right. 
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Age, 
In these 30 patients over 65, the average age was 71.8 years. There were 22 
males and 8 females—almost a 3 to 1 ratio. 


Duration of ulcer 


The average duration of peptic ulcer for the group was twelve and a half years 
(range: less than one year to over thirty years). 


Previous complications 


Eleven of the patients had had a previous complication. Of these, 7 had ex- 
perienced one or more episodes of gastro-intestinal hemorrhage, 3 had had ob- 
struction, and 1 had a perforated peptic ulcer eighteen years prior to admission. 


Previous surgical procedures 


In 22 of the 30 patients, no previous surgical procedures had been performed. 
In the other 8, the following operations had been undertaken: 5 gastro-enterosto- 
mies, 1 plication of a perforated ulcer, 1 biopsy of a benign gastric ulcer, and 1 
abdominal operation (the object of which was unknown). 


Cardiovascular status 


Thirteen of the 30 patients had, or had a history of, major cardiovascular dis- 
orders at the time of admission; 5 had coronary artery disease, 4 had hypertensive 
heart disease, 2 had had previous episodes of cardiac failure, and 2 had histories 
of previous coronary occlusion. Among the 17 patients with no previous history 
of cardiovascular disease, the electrocardiograms were normal in 12, but ab- 
normal in 5 (indicating bundle branch block or coronary artery disease). 

Seven of the 30 patients had diabetes; 5 of these also had heart disease. 


Duration of hemorrhage prior to admission 


In 2 patients, hemorrhage began while in the hospital. Among the remaining 
28, the duration of hemorrhage prior to admission was as follows: in 19 patients, 
one week or less; in 5, eight to fourteen days; in 2, fifteen to twenty-one days; 
in 1, intermittently for four weeks; and in 1, intermittently for six weeks. 


Manifestations of hemorrhage 


Two patients had no hemorrhage prior to admission to the hospital. The na- 
ture of the gastro-intestinal bleeding before hospitalization did not give a clue 
as to the site of hemorrhage in our series. Hematemesis is said to be indicative of 
a gastric lesion. Five patients of the group had hematemesis alone; of these, 4 
had a duodenal ulcer, and 1 a pyloric-canal ulcer; none had a gastric ulcer. Nine- 
teen patients had tarry stools (melena) only, and 4 had both melena and hematem- 
esis. 


Major manifestations of ulcer other than hemorrhage 


The most common major symptom in addition to hemorrhage was epigastric 
pain, which was present in 10 cases. One patient complained of vomiting without 
hematemesis, and 1 had pain which was entirely precordial. The significant 
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feature is that the majority of the patients in this series had no symptoms other 
than those of hemorrhage; thus they had no warning of impending bleeding or 
activity in the ulcer. This course of events is illustrated by the following case: 


Case 1 (NYH 40 16 70). This 68-year-old man had known of the presence of a duodenal 
ulcer for twenty-eight years, but had had no recent symptoms and no prior complications, 
Thirty-six hours before admission he had the first of four massive tarry stools. On admission 
his blood pressure was 120/70 mm. Hg, and pulse 76 per minute. The hemoglobin level was 
9.5 Gm. per 100 ce., and the red blood cell count 2.8 million per cu. mm. He received two 
transfusions prior to surgery. A chronic duodenal ulcer was found and a partial gastric re- 
section was performed. He had no complications and four years later is doing well. 


This case is of interest because the tendency is to think of sudden massive 
gastro-intestinal hemorrhage in this age group as a malignant lesion, not peptic 
ulcer. This man was not in a state of shock at the time of admission. In 15 (half) 
of our cases the clinical condition had become stabilized by the time of admis- 
sion; that is, there was no clinical shock, the blood pressure and pulse were 
normal and there were signs that the bleeding had stopped. The remaining pa- 
tients were in varying stages of shock; those in the more severe stages on admis- 
sion also had the lowest readings for hematocrit, hemoglobin level and red blood 
cell count. 


Course of hemorrhage following admission 


In 6 instances bleeding continued to be massive after admission. In 2 addi- 
tional cases hemorrhage recurred while the patient was in the hospital. In 2 
cases the initial episode of hemorrhage occurred during hospitalization. Thus 
in 28.6 per cent of the patients who bled prior to admission, hemorrhage con- 
tinued or began anew in the hospital. This high percentage of recurrent and/or 
persistent hemorrhage in the old-age group is significant. The bleeding is gen- 
erally from an arteriosclerotic vessel in the base of the ulcer; such a vessel is 
unable to contract, as it would in a younger person. The following case illustrates 
this problem: 


Case 2 (NYH 69 69 57). A 74-year-old man was admitted with a four-day history of epi- 
gastric pain, nausea, vomiting and hematemesis. He had had a duodenal ulcer for twenty- 
five to thirty years. Eighteen years earlier a perforation had been plicated. He was not in 
a state of shock on admission. The blood pressure was 110/80 with a pulse of 88. He was 
markedly dehydrated. The hematocrit reading was 56 per cent, hemoglobin level 16.5 Gm 
per 100 ce., and red blood cell count 6.1 million per cu. mm. An electrocardiogram indicated 
coronary artery disease and a probable old coronary occlusion. He at first refused operation. 
Bleeding continued but obstruction lessened. Two and one half weeks later he finally ac- 
cepted operation. A posterior gastro-enterostomy and vagotomy were performed, leaving 
the duodenal ulcer in place. On the second day following surgery, massive bleeding recurred 
and the hematocrit reading dropped to 30 per cent. He required 13 transfusions over the 
next nine days before the bleeding finally ceased. He has been followed for one year and now 
feels well. A partial gastric resection and removal of the ulcerated portion of the duodenum 
is indicated. 


Site of ulcer 


As expected, in the greatest number of patients the ulcer was located in the 
duodenum (Fig. 2). Seven of these were treated medically, and 9 by operation. 
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The next most common site was the stomach. Five of these were treated med- 
ically, and 2 surgically. There were 4 marginal (anastomotic) ulcers, all treated 
medically. There were 2 pyloric-canal ulcers—1 treated medically, and 1 sur- 
gically. In 1 case the site of hemorrhage was undetermined even though a gas- 
trotomy was performed. 


Type of treatment 


In general, the medical cases were treated by strict bed rest, sedation, anti- 
spasmotics, and transfusions as indicated. When hunger returned, small hourly 
feedings of a bland nature were begun, gradually advancing to a six-feeding 
gastric diet. Seventeen (over half) of the patients were so treated. Three were 
treated medically in spite of continuing hemorrhage; all 3 died. 

Thirteen cases were treated surgically (Fig. 2). In 5, bleeding continued or 
recurred during a medical regimen, and operation was performed from four to 
eighteen days after admission. One patient in this group died. The remainder 
were operated on within forty-eight hours after admission. 


Surgical procedures 


The various operations performed were as follows: 


Plication of perforated ulcer & gastro-enterostomy............. 1 
Gastro-enterostomy & 1 


Transfusions 


The group treated medically received an average of 5.1 transfusions. Those 
treated surgically received an average of 5.9 transfusions in the preoperative 
period; on the average, 2 additional transfusions were given during the operative 
and postoperative periods. 


Complications and deaths—surgical versus medical treatment 


The following tabulation shows the complications and deaths relative to the 
type of treatment employed: 


Surgical Medical 
Postoperative recurrent hemorrhage.................. 2 (1 death)* — 
Myocardial infarction without coronary occlusion... .. 0 1 (death)* 
Myocardial infarction (by electrocardiogram)......... 0 2 (1 death) 
Possible myocardial infarction. ...................... 0 1 (death) 


* 


Postmortem examination. 
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MASSIVE HEMORRHAGE DUE TO PEPTIC ULCER 
30 PATIENTS 65 YEARS OF AGE AND OVER 


THE NEW YORK HOSPITAL-CORNELL MEDICAL CENTER 
1946 — 1955 


Ulcer Location and Treatment 


ment medical. 17 
surgical 13 


Anastomotic 


Unknown site (2) 


Fig. 2. The site of ulceration in the 30 patients of the series, and the proportions treated 
by a surgical procedure or a medical regimen. 


There were 14 complications in 10 patients. In the group treated medically, 
3 definite and 1 possible myocardial infarction occurred. Myocardial infarctions 
were not demonstrated in the surgical patients, but there were various other 
complications. In 2, massive hemorrhage recurred postoperatively; 1 of these 
patients bled to death. 

Myocardial infarction was the most frequent complication of massive hemor- 
rhage from peptic ulcer in this group of 30 patients 65 years of age and over. It 
is a serious complication, because of the 3 patients with myocardial infarction 
only 1 lived; and 1 other patient with possible myocardial infarction also died. 
Further details regarding these patients follow: 


Case 3 (NYH 22 16 65). The patient who lived following a myocardial infarction was 4 
73-year-old man who had had symptoms of a duodenal ulcer for nineteen years. For two 
weeks before admission he had severe epigastric pain; for one week before, he had tarry 
stools and he vomited brownish material. In the twenty-four hours preceding admission he 
had repeated episodes of pressing substernal pain without radiation lasting ten minutes 
and associated with sweating, weakness and dyspnea. These episodes first came on with 
exertion but later occurred at rest. On admission there was marked pallor, and rales could 
be heard at the lung bases. Blood pressure was 100/40 with a pulse of 132. The hemoglobin 


Pyloric (+), 
7 


Decembcr 1957 PEPTIC ULCER HEMORRHAGE & MYOCARDIAL INFARCTION 975 


level was only 5.5 Gm. per 100 ec. and the hematocrit reading 15.5 per cent. He was treated 
medically, and bleeding ceased promptly. The electrocardiogram showed a recent myo- 
cardial infarction at the anterior apex. This had apparently occurred twenty-four hours 
prior to admission after six days of continued severe upper gastro-intestinal hemorrhage. 
Roentgenograms did not demonstrate an ulcer but the duodenal bulb was small and spastic. 
The basal rales were believed to be due to pulmonary fibrosis and emphysema. Twenty-two 
months later his duodenal ulcer was inactive and his cardiac status was stable. 


The next 2 patients, both treated medically, died following myocardial in- 
farctions: 


Case 4 (NYH 63 76 63). This 70-year-old man had had epigastric pain for six weeks. He 
lost 50 pounds in this period. For two weeks he had tarry stools. In the two days preceding 
admission he fainted three times. There were no cardiovascular symptoms. On admission, 
he appeared chronically ill. Blood pressure was 110/65 with a pulse of 88. His hemoglobin 
level was 8.5 Gm. per 100 cc. but dropped to 6.5 Gm. after hydration; the red blood cell 
count was 3.2 million per cu. mm. and the hematocrit reading was 21 per cent. An electro- 
cardiogram initially revealed a lesion of the conductive system. Roentgenograms showed a 
gastric ulcer on the lesser curvature. Surgery was advised on the third day but was re- 
peatedly refused by the patient. He was treated vigorously with supportive measures, in- 
cluding transfusions, but bleeding continued and his condition remained poor. He received 
20 pints of blood in this period. On the fourteenth day after admission, sudden shock with 
abdominal rigidity and pain developed. Free air was demonstrated in the peritoneal cavity. 
He was operated on, and an acutely perforated gastric ulcer of the lesser curvature was 
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Fig. 3. A representative coronary artery in an 83-year old woman (Case 5; NYH 44 04 87) 
who had a myocardial infarction without coronary occlusion. There is marked narrowing 
of the lumen due to atherosclerotic changes in the intima. (X24) 
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Fig. 4. An area of recent infarction in the myocardium (Case 5; NYH 44 04 87). It is 
composed of red, hyaline muscle fibers which have lost their nuclei. There is extensive 
infiltration with polymorphonuclear leukocytes. (X32) 


plicated. Bleeding continued postoperatively. Six hours after surgery the blood pressure 
dropped below 100 systolic. An electrocardiogram was obtained, which showed a fresh myo- 
cardial infarction at the posterior base. He died thirty-nine hours after operation. Per- 
mission for autopsy was not granted. 


This man, because he refused operation, continued to bleed for a total of 
thirty days. Two major complications developed after the onset of hemorrhage— 
first perforation, and then the myocardial infarction which caused his death. 


Case 5 (NYH 44 04 87). This 83-year-old woman had had ‘“heartburn,’’ anorexia and 
substernal chest pain for four to five months. Her local doctor told her that she had heart 
disease. On the day of admission she vomited bright red blood repeatedly for four hours. 
A burning pain developed in the anterior chest. On admission she gave a history of long- 
standing diabetes. Blood pressure was 120/50 with a pulse of 90. The hemoglobin level was 
8.0 Gm. per 100 ee., with a red blood cell count of 2.47 million per cu. mm. An elect rocardio- 
gram showed the changes of coronary artery disease and left ventricular hypertrophy. 
Medical treatment was instituted but hematemesis continued. Two days later her hemo- 
globin level was only 6.0 Gm. per 100 cc. The hemoglobin content of the vomitus was 4.0 
Gm. per 100 cc. at that time. She had repeated bouts of massive hematemesis. She became 
cyanotic and was in a state of shock several times. Blood replacement was limited for fear 
of starting hemorrhage. The surgical consultant felt that operation was contraindicated 
because of her extremely poor condition and her age. She died after nine days of gastro- 
intestinal hemorrhage. The autopsy demonstrated a gastric ulcer (2.5 em. in diameter) on 
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Fic. 5. High-power view of the area of recent infarction in the myocardium shown in 
Figure 4. There is actual loss of muscle cells. Several large macrophages are filled with 
blood pigment. (X 140) 


the posterior wall, 5 cm. from the cardia. There was extensive recent myocardial infarction 
of the apical region of the left ventricle and patchy infarction of the lower two-thirds of 
the wall and septum of the left ventricle. It is significant that no coronary occlusion was 
demonstrated in this case. There was, however, marked stenosis of the coronary arteries. 


A photomicrograph of a representative coronary artery in this patient (lig. 3) 
showed reduction in the size of the lumen due to the atherosclerotic changes in 
the intima. 

In Figure 4 is shown an area of recent infarction in the myocardium. It was 
composed of red, hyaline muscle fibers which had lost their nuclei. There was 
extensive infiltration with polymorphonuclear leukocytes. 

Under higher power (Fig. 5) actual loss of muscle cells was evident. Several 
large macrophages were filled with blood pigment. The pathologist believed the 
age of this infarct correlated well with the length of the clinical history. 


Case 6 (NYH 4 43 70). A 78-year-old woman, treated medically, had a possible myo- 
cardial infarction. She had had a gastro-enterostomy fifteen years before admission because 
of a chronic duodenal ulcer with obstruction. For four months she had epigastric pain. Two 
days prior to admission tarry stools began. On the morning of the day of admission she 
vomited blood and was admitted in a state of shock. Her blood pressure was 96/60 and the 
pulse was 95. The hemoglobin level was 8.0 Gm. per 100 cc. and the red blood cell count 2.4 
million per cu. mm. The electrocardiogram showed left bundle-branch block. Later that 
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day she had further hematemesis and then complained of pain in the precordium and left 
chest. Unfortunately, no electrocardiogram was taken after this episode. An initial rise of 
the hemoglobin level was followed by a drop to the admission value. Hemorrhage con- 
tinued for three or four days, probably from a marginal ulcer. Thrombophlebitis developed 
in one leg on the fourth day. On the fifth day she suddenly died. Permission for autopsy 
was not granted. 


The physicians who cared for her were unable to state whether a pulmonary 
embolus or a myocardial infarction caused her death. The onset of precordial 
pain while in a state of hemorrhagic shock strongly suggests the latter. 

The final case for discussion is the only patient who died after early operative 
intervention. 


Case 7 (NYH 50 30 46). A 69-year-old man was admitted because x-ray examination of 
his chest demonstrated a probable carcinoma of the lung. He complained of dyspnea and 
weakness of one week’s duration. He had had a duodenal ulcer for five years and for several 
months there had been frequent tarry stools. The admission hemoglobin level was 16.0 
Gm. per 100 ce., red blood cell count 4.5 million per cu. mm., and hematocrit reading 46 
per cent. An electrocardiogram showed coronary artery disease. The stomach was ob- 
structed by barium taken for a gastro-intestinal x-ray series. Bronchoscopy demonstrated 
carcinoma of a bronchus. After this procedure he began vomiting and signs of a perforated 
duodenal ulcer appeared. The ulcer was plicated and a gastro-enterostomy was performed. 
Postoperatively the wound became infected. Fifteen days after surgery, massive gastro- 
intestinal hemorrhage began, which proved to be uncontrollable. After transfusion of 14 
pints of blood in two days the hemoglobin level was only 7.0 Gm. per 100 ec., with a hemato- 
crit reading of 20 per cent. He died on that day with continuing hemorrhage and shock. At 
autopsy the hemorrhage was found to have come from an unsuspected gastric ulcer. There 
was, in addition, widespread metastasis from a bronchogenic carcinoma. 


DISCUSSION 


In this series of 30 patients 65 years of age and over there were 4 deaths—a 
mortality rate of 13.3 per cent. These complicated cases illustrate why the high- 
est mortality in patients with peptic ulcer is in the group with massive hemor- 
hage (1). Although the series is small, the occurrence of 3 definite and 1 possible 
myocardial infarction in the group of 17 patients treated under a medical regimen 
suggests that the effect of massive hemorrhage on the circulation of the myo- 
cardium is severe. Rasmussen and Foss (7) in 1942 reported the electrocardio- 
graphic changes of acute gastro-intestinal hemorrhage, which are similar to those 
produced by anoxia or ischemia. The T-waves become flattened, isoelectric or 
negative. In extreme cases the ST segment is lowered. These changes occurred 
in about 50 per cent of their 58 cases. In the early stages of myocardial infarction 
similar changes may be seen. The participation of the coronary arteries in the 
general vasoconstriction due to the reduced blood volume presumably creates 
coronary insufficiency and a reduction of cardiac blood flow. In stress, because 
of the outpouring of adrenaline, the heart requires a larger amount of oxygen; 
actually, the supply is diminished (8). Experimental studies have shown similar 
electrocardiographic changes and reduction in coronary blood flow in dogs when 
they are subjected to hemorrhagic shock (9-11). Instead of possessing mech- 
anisms to protect it against severe hypotension, the heart seems more vulnerable 
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than other organs. This is probably best explained on the basis that the heart 
muscle extracts almost a maximal amount of oxygen from the coronary blood 
under normal circumstances. 

Acute coronary insufficiency develops when there is a discrepancy between 
the demands of the myocardium and the available oxygen. In the presence of 
coronary sclerosis, shock is superimposed upon an already inadequate circula- 
tion. Myocardial ischemia results; when the ischemia is severe or protracted, 
infarction may develop without coronary occlusion (12) (Fig. 6). 

This was probably the mechanism in the only patient in this series who died 
following a myocardial infarction and on whom an autopsy was performed. This 
patient did not have coronary occlusion. Two deaths occurred in patients with 
myocardial infarction demonstrated by electrocardiographic means. Possibly 
these infarcts, too, were not associated with coronary occlusion. Several cases 
have been reported in which myocardial infarction resulted from shock (13-14). 
Only a few of the reports in the literature concern cases of myocardial infarction 
secondary to hemorrhagic shock from peptic ulcer (15-18). 

In the minds of many clinicians, the serious vascular collapse in myocardial 
infarction is regularly assumed to be a result, not a cause, of the condition. The 
cases in the literature, and those presented here, demonstrate that hemorrhagic 


Hemorrhage 
Blood volume reduced 


Blood pressure lowered 
Heart rate increased 
Hemodilution and anemia 


Further lowering of 
blood pressure 


Coronary flow decreased 


Myocardial ischemia and Cardiac output decreased 


MYOCARDIAL INFARCTION 
Fic. 6. The diagram indicates the mechanism of myocardial infarction, which may occur 
without coronary occlusion in the presence of hemorrhagic shock. 
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shock may precipitate infarction and continue to color the clinical picture there- 
after. In the cycle of shock, maintenance of the circulation is the primary point 
to which we can apply active and rational therapy (19). Even in the absence of 
disease a decline in the nutritional status is a common, if not a universal, feature 
of old age. Thus there may have been a chronic reduction in the total blood vol- 
ume prior to the hemorrhage. Early onset of fatigue of the autonomic nervous 
system also decreases the ability of the elderly patient to withstand shock, 
Prompt and adequate transfusion of blood becomes the most important pre- 
ventative of circulatory collapse. The elderly patient is less able to tolerate 
such collapse. Transfusions should not be feared, but shock and hypotension 
should be greatly feared. 

In many instances operation may be delayed after admission until such time 
as the patient is in better condition, provided constant and critical observation 
is maintained (4). If the patient fails, or merely holds his own during a strict 
regimen of bed rest, sedation, blood replacement, and no food by mouth, then 
early operative intervention should be considered (20). If bleeding continues or 
recurs under this regimen, as it did in over a fourth of the patients in this series, 
then operation is imperative. Major associated disease is not a contraindication 
to surgery, nor is age alone, even when advanced. Rapid relief of anoxia and 
direct control of the hemorrhage should increase rather than impair the patient’s 
ability to survive (5). Although our series is too small to furnish conclusive data, 
it is apparent that the mortality rate is lower in patients treated surgically. 


SUMMARY 


1. Data are presented on massive hemorrhage due to peptic ulcer in a group 
of 30 patients 65 years of age and over. 

2. Most of the patients were asymptomatic prior to the hemorrhage; thus 
they had no warning of impending activity and bleeding of the ulcer. 

3. In over a fourth (28.6 per cent) of the patients who bled prior to admission, 
bleeding continued or recurred in the hospital. 

4. In the 17 patients treated medically, 3 definite and 1 possible myocardial 
infarction occurred. There were no myocardial infarctions in the 13 patients 
treated surgically. 

5. There should be prompt and adequate replacement of blood, to prevent 
shock and avoid coronary insufficiency. 

6. If bleeding continues or recurs, early operation is imperative. 
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IMMUNITY TO THE AFFLICTIONS OF OLD AGE* 
FLANDERS DUNBAR, M.D., Mep.Sc.D., Px.D.t 
New York, N. Y.t 


It has been observed that people who survive the dangerous decade—age 60 
to 70—without acquiring a geriatric disease are likely to be long-lived. They 
seem to have acquired relative immunity to the “diseases of old age’”’ and this 
may be one factor in what might be called the syndrome of longevity. 

Unfortunately, it is much easier to study sick people and what makes them 
sick than it is to study well people and what keeps them well. In 1930 a group 
of serial admissions to a general hospital of patients suffering from various ill- 
ness syndromes were studied in an attempt to ascertain what, if any, relationship 
existed between personality, illness syndrome and response to treatment. These 
were patients suffering from diverse disorders. A need was felt for a control 
group. After consultations with the Chiefs of Medicine and Surgery, it was de- 
cided to study patients in the Accident Ward who, after all, had a fairly good 
health record except for an unusual propensity for accidents. Then it appeared 
that personality has something to do with having accidents. As one walked from 
a cardiac ward to an accident ward one had the feeling of being surrounded not 
by people with different kinds of illness but by different kinds of people. 

About that time, in a bulletin issued by the Travelers Insurance Company (1) 
the statement appeared that 80 to 90 per cent of all accidents are caused neither 
by defects in machinery nor by physical or mental defects in the individuals 
involved but by an X factor in personality. In short, accident patients could not 
serve as the control group (2a, b). 

About this time Boudreau, of the Commonwealth Fund, then in charge of 
Vital Statistics for the League of Nations, published a statement to the effect 
that 1 out of every 2 persons in the United States spends two or more weeks sick 
in bed every year. But, of course there are many who manage not to spend two 
or more weeks in bed even in fifty years, so that it seemed desirable to learn 
something about these people. The trouble was that they are hard to find in a 
hospital and they rarely consult a physician. This may be one reason why people 
who tend not to get sick have received so little attention in medical research. 


1. HOMEOSTASIS AND SENESCENCE 


Healthy senescence depends on the maintenance of homeostasis. Senescence 
is used here to designate the aging process from birth to death, although the 
term often suggests senility, a pathologic state, not part of normal growth and 


* Read by title at the Annual Meeting of the American Geriatrics Society, Chicago, 
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maturation. There are perhaps two periods during the growth process when 
psychosomatic changes are accompanied by unusual stress: adolescence, and 
“middle age,” which may be likened to a second adolescence. 

The term homeostasis (introduced by Walter Cannon in 1929) describes the 
capacity of the living organism to maintain a stable equilibrium, or the tendency 
when subjected to shock to restore its pre-existing equilibrium. Selye (3) carried 
this concept a little further in his triphasic general adaptation syndrome. During 
each phase of this syndrome, disturbances in body function occur which, if not 
compensated, are recognized chemically as disease states. He illustrates by 
describing reactions to traumatic shock and an abscess formed around a splinter 
of wood: 


“On the surface, these two instances of disease reveal no striking similarities; yet more 
careful study shows them to be closely related: (i) both are nonspecific reactions, com- 
promising damage and defense; (ii) both are triphasic (with systemic or local alarm, re- 
sistance, and exhaustion); (iii) both are singularly sensitive to the adaptive hormones 
(ACTH, STH, and corticoids) ; (iv) if the two reactions develop simultaneously in the same 
individual, they greatly influence each other—that is, systemic stress markedly alters tissue 
reactivity to local stress and vice versa.”’ 


Geriatric diseases, according to Selye, are those caused by errors in the general 
adaptation syndrome. As Grinker and Robbins (4) have pointed out, the transi- 
tion from adequate defense to disease process is a nodal point in psychosomatic 
research. 

Stress, as defined by Selye (3) is a nonspecific deviation from the normal rest- 
ing state; it is caused by function or damage and it stimulates repair. Dubos (5), 
discussing biochemical determinants of microbial disease, described the destruc- 
tion of bacteriocidal mechanisms in the stress of fasting; and Fein (6) was able 
to demonstrate a point beyond which injury to these mechanisms as a result of 
bleeding was no longer reversible. Considerable information has been acquired 
about phlogistic and antiphlogistic substances, the compensating behavior of 
the autonomic and endocrine hormonal systems, which may be helpful in restor- 
ing homeostasis. First, it is important to have some knowledge of the ways in 
which homeostasis may be disturbed during senescence. 

‘Changes occur in every organ system of the body, even in the fluid medium 
of every cell, when the body is prepared for action. When the crisis is over, the 
previous balance is restored unless the shock has been so great that actual dam- 
age has occurred and some changes have become completely irreversible. When 
no adequate solution has been found, these changes tend to persist. If a man 
runs to catch a train his cardiac and respiratory rates increase; if he catches the 
train, normal rates are resumed. If, however, he misses the train and frets and 
fumes about it, his physiologic equilibrium may remain disturbed for a con- 
siderable period of time and throw him out of sorts for the rest of the day. 

Physiologic changes occur in response to unexpected happenings, but as soon 
as the cause has been ascertained and appropriate action taken, the levels of 
body chemistry and function usually return to normal. Not so with a man 
startled by a stock market crash, who recovers less rapidly or even not at all. 
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With him, the laws of entropy may take over, so that such equilibrium as is 
regained is on a lower level of organization. This is particularly likely to happen 
when the cause of the siress is unknown and no adequate defense can be found. 
Wiener (7) has called information negative entropy. 

In higher organisms the tendency to regress depends, in part at least, on 
missing information and varies inversely with ego strength. If the integrative 
capacity of the ego is high, regression will be avoided; conversely, a personality 
with low integrative capacity is likely to regress when frustrated, and the re- 
gression may be accompanied by psychosomatic disturbances leading to illness 
and even death. 


2. ADOLESCENCE AND THE DANGEROUS AGE 


The physiologic changes occurring within the body of the adolescent are ac- 
companied by an onrush of strange new feelings; to him, essentially, the cause 
is unknown. As a result he is particularly susceptible to minor shocks and reacts 
in an exaggerated manner without any clear sense of direction. Not understand- 
ing himself he feels misunderstood, and too often he really is misunderstood. He 
is supersensitive and subject to all kinds of ailments such as stomach-aches, 
colds, allergies, and accidents, to mention a few. The maintenance of homeostasis 
during this period of rapidly changing equilibrium is difficult, but perhaps not 
quite so difficult as is the maintenance of equilibrium during the ‘‘second adoles- 
cence,”’ at which time adjustment to rapid endocrine hormonal change is again 
required. 

The adolescent is concerned with finding himself, sexually and vocationally, 
but the man approaching retirement age with no dependent children is con- 
cerned with losing himself, vocationally and sexually. Having no creative out- 
lets, he falls prey to the geriatric diseases—which are really the diseases of middle 
age, not of old age. Until recently, only a small percentage of the population has 
lived long enough for this to be understood, but the percentage past the retire- 
ment age has quadrupled since the turn of the century. 

Geriatrics is becoming a specialty in countries like the United States, Great 
Britain, Norway and Sweden. In the South American countries there has been 
little thought of geriatrics, partly because the average life span is too short. 
Public Health officers in the United States, having had a high degree of success 
in curbing epidemics and preventing injury from other exogenous agents, are 
turning their attention to stress in the society in which we live. Practicing physi- 
cians are finding it more and more important to study not just the patient’s ill- 
ness but his patterns—often conditioned reflex patterns—of reaction to shock or 
stress, and to the internal injuries caused by faulty adaptation. 

Discussing autonomic variability and homeostatic restraint, Lacey and Smith 
(8) point out that physiologic response may follow a normal pattern when an 
individual is subjected to one type of stress, but may follow an exaggerated or 
bizarre pattern suggestive of severe neurosis when the person is subjected to 
another type of stress. In other words, reactions to stress are dependent not only 
on the nature and intensity of the stress, but also on the degree of pre-existing 
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stress and on the psychosomatic makeup of each individual under stress. Wilder 
(9) uses the phrase, ‘‘the law of initial values’’ in discussing this relationship. 

About all that is known of coronary disease and hypertension is that they 
have something to do with body chemistry, autonomic balance and patterns of 
response to stress. Almost the same could be said about accident proneness. It 
is known that a return to the “horse and buggy days,” with its implication of 
the quiet life, is not a solution. A sufferer from coronary disease reacts poorly 
to being slowed down, because this in itself is an additional stress. The same is 
true of the accident-prone person with his predilection for impulsive action. The 
accident rate per passenger-mile in the horse and buggy days was shockingly 
higher than our traffic accident rate today. A statistician figured that if the 
accident rate for the year 1900 still prevailed, travel would kill off a yearly total 
of nearly 18,000,000 people instead of a mere 38,800, which is our record for the 
year 1955. 

The trouble is obviously not with the machine age, because actually we are 
getting healthier and living longer from decade to decade. The trouble is that 
we have not learned how to adjust to the lengthened life span and to make 
creative use of the extra quota of healthy energy placed at our disposal. 

Unfortunately, middle age is a period of peculiar stress for the majority of 
our population. But geriatric diseases are not peculiar to middle age. With failure 
of the general adaptation syndrome, young people, too, acquire these diseases. 
The major causes of death during the second decade of life are: accidents, cancer 
and cardiovascular diseases. These rank first during the dangerous age, also, only 
in reverse order: cardiovascular diseases, cancer and accidents, with ‘“‘rheuma- 
tism” as the major cause of incapacity, along with the same lesser ailments to 
which teen-agers are susceptible. 

If it be conceded that disease results from the inability to avoid or to cope 
with stress, it becomes important for the physician to evaluate his patient in 
these two respects: the nature and intensity of the stress, and the degree of pre- 
existing stress. Some patients have a faculty for getting themselves involved in 
situations which they cannot handle successfully alone or of making major insults 
out of minor frustrations, so that physiologically they are in a constant state of 
mobilization for battle, although what they are fighting may be only windmills. 
Other patients are so afraid to attempt any form of action that their normal 
capacities for adaptation become atrophic from disuse. Both are unusually sus- 
ceptible to illness, and age rapidly—age in the sense of becoming senile, in con- 
tradistinction to healthy senescence. 

There are some people, however, in whom the balance seems not to swing to 
either of these extremes. These people seem to have learned a kind of preventive 
medicine by themselves through developing more adequate patterns of reacting 
to stress, but they have received little attention because they rarely solicit or 
require medical advice. 

In general, it may be said that sufferers from geriatric diseases have in com- 
mon: a background of minor disturbances in equilibrium, usually precipitated by 
a stress situation, which has resulted in periodic dysfunction of one or more or- 
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gan systems and often a disturbance in homeostasis which has progressed beyond 
the point of satisfactory reversibility. In contrast, those who seem to have an 
immunity to geriatric diseases have a particularly adequate pattern of com- 
pensation for stress, which has been consistent over a considerable period of 
years. These people remain creative and in good health. With healthy aging, 
so-called senility is avoided, perhaps because the adaptation is so good and so 
elastic that it is retained throughout life accompanied by a high degree of im- 
munity to illness. Selye finds many of the changes characteristic of the third 
stage of the stress syndrome (the stage of exhaustion) to be strikingly similar to 
those of senility, in which the acquired adaptation is lost again. 

Physiologically, the best release of emotional tension and the anxiety aroused 
in the stress situation is action. This is the release chosen by healthy adolescents; 
and as long as they do not come to grief as the result of ill-considered action 
they are unlikely to become ill. It is those for whom all channels of creative ac- 
tion are blocked that become the sickly ones. The same is true for those in the 
dangerous age, but the barriers to creative action which they confront are more 
than parental restraint and code. They must face the mass conviction that for 
them life is over; that from now on they are of no particular use and the best 
they can do is to amuse themselves and try not to become a nuisance. 

During the past decade there has been much talk of preparing people early 
for retirement, equipping them with hobbies, and teaching them to look forward 
to rest, leisure, and the release from the responsibility of working. But this idea 
is hard to put across and is disturbing to homeostasis. It is usually welcomed 
only by those who are sick already. 

It was stated in a recent survey that, although only 51 per cent prior to re- 
tirement voted against retirement, 90 per cent voted against it afterwards; and 
in another survey it was found that only 4 per cent had retired willingly (10). 

Recent studies have shown that intelligence and efficiency do not decrease 
with age (11). On the contrary, evidence suggests that in many respects they 
tend to increase. The fact that older people compare unfavorably with younger 
people when subjected to some intelligence tests means that more of the older 
people than of the younger people have not gone through college. Results of 
these tests correlate with college education and the opportunity to acquire 
information and skills, but are not an adequate measure of intellectual capac- 
ity and judgment. Furthermore, the percentage of older people with a college back- 
ground is increasing rapidly. Statistics show that college education was obtained 
by approximately 2,500 more students yearly in 1952, 1953 and 1954 (12). 

There are the further points that, unless older people are allowed to remain 
wage earners, manpower is wasted which is sorely needed in an expanding econ- 
omy, and a heavy burden is placed on the shoulders of the younger population— 
a burden which is often sufficient to decrease their efficiency. But leaving these 
arguments aside, as physicians we know that no one remains healthy very long 
unless he feels needed and useful and is allowed an opportunity for creative 
expression. Feeling helpless and unwanted, in itself, increases susceptibility to 
illness and injury. 
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3. PERSONALITY AND STRESS 


Although it may be said that in our population, 1 out of every 2 persons 
spends two or more weeks sick in bed every year, this statement ignores those 
people who do not spend two or more weeks in bed in ten or even fifty years. 
Since these people are hard to find, some of us decided to study centenarians 
and those whom Gumpert (13) called the nimble nonagenarians—those who 
had passed through the dangerous age apparently happy and in good health. 
In view of the fact that these people report an extraordinary freedom from ill- 
ness, it seemed desirable to study their characteristic behavior in relation to 
stress. These people serve to illustrate what appears to be one healthy pattern 
of reacting to stress and so maintaining homeostasis in senescence. 

In Liebman’s (14) symposium on stress situations the following everyday 
anxiety-producing experiences are discussed: frustration and failure, acute ill- 
ness, catastrophe, marriage, fertility and sterility, divorce and death. How have 
those who have lived to become centenarians dealt with these stress situations, 
or how have they avoided them? The indications are that they have avoided 
some types of stress whenever possible, but that they have actually sought out 
others. 

They have shown ingenuity in avoiding frustration. They have done this by 
several means. They have escaped conflict with authority, even to the extent 
of seeking vocational areas in which they can be their own bosses. This tendency 
is usually unaccompanied by the desire to boss others. If they are businessmen, 
they have preferred to build up small businesses rather than to work up in large 
corporations. If they are professionally or artistically inclined, they have tended 
to have their own offices or research projects, or to associate themselves with 
groups with whom they have much in common. They value independence and 
attempt to apply the principles of democracy as a basis for cooperative and 
productive living. When this is impossible in a given situation, they are likely 
to start afresh somewhere else, unembarrassed by any sense of failure. 

They have worked long hours and hard, but usually managed not to have to 
punch the time clock. Unlike the typical victim of hypertension, they are rarely 
interested in getting to the top. They like people and appear to be well-liked. 
They are sociable and have a sense of humor, but they are disinclined to argue. 
They are good fighters about major issues but they are not combative about 
little annoyances and disagreements. They have a happy faculty of not worrying 
about things beyond their control and, although they do not always sleep long 
hours, they sleep soundly. They are extraordinarily active and rarely over- 
weight. As is well known, it is the accumulation of tension, daily annoyances and 
frustrations that produces the chronic stress which leads to homeostatic dis- 
equilibrium and disease. 

These aging individuals avoid almost completely the second stress situation 
discussed in the symposium, namely, acute illness. In addition, centenarians are 
honest. They give a straight answer, except when they are kidding. This indi- 
cates that they have developed an unusual capacity to be honest with them- 
selves. As all physicians know, a patient with this characteristic is easy to treat 
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and is particularly likely to get well. Perhaps honesty, which includes the capac- 
ity to observe and to face squarely that which is observed, helps people stay well, 

Centenarians have taken catastrophe in their stride and almost automatically 
mobilized their forces to do whatever could be done about it. They seem not 
to have reacted with shock to personal injury. For example, a-centenarian who 
started life as a deck hand commented, “I’ve led a charmed life. I’ve been run 
over by a truck, shot at three times, shipwrecked four times. I have lived to 
collect my life insurance and I’m good for a long time yet.”’ This story, although 
atypical as to accident record, is given here because the reaction is typical. 

A history of physical injury is rare among centenarians, but most of them 
have experienced emotional shock. For example, an immigrant aged 99 had lost 
his mother and father early in life, had seen his house burned, and had seen his 
sons and wife tortured and killed during the war, while he was seriously wounded 
and left for dead. He recovered and decided to come to this country where he 
had a friend, to start life again. The friend arranged to set him-up in his trade— 
that of a locksmith. When he was asked if he really wanted to take out naturali- 
zation papers at his age, because it would take five years, he replied, ‘‘What’s 
five years? My father died at 140 pitching hay.” Potential centenarians are 
rarely in a hurry, and so remain untroubled by the rapid pace of modern living. 

The next stress situation mentioned in Liebman’s symposium is marriage. 
This, potential centenarians tend to seek out, if one may judge from the sta- 
tistics. As early as 1805, Benjamin Rush published as part of his “Medical 
Inquiries and Observations” a chapter entitled, “An Account of the State of 
the Body and Mind in Old Age, with Observations on its Diseases.” He wrote, 
“In the course of my inquiries I met with only one person beyond eighty years 
of age who had never been married.” In our series, 98 per cent had been mar- 
ried (about 30 per cent of them more than once) but the record for divorce was 
very low. These people seem to enjoy being married. If a spouse dies, they marry 
again and it is not unusual for them to marry in their nineties or even past the 
hundred mark. They have a high record for children as compared with that of 
the average American family in their day, and hence one may judge that neither 
fertility nor sterility has arisen as a stress situation. Apparently, just as they 
manage to work with a minimum of stress, they contrive to transform marriage 
from a stress situation to a healthy state of living. In any case, just as they are 
unlikely to retire from work, they are unlikely to retire from marriage. Thus 
they tend to avoid another stress situation, divorce. 

The last stress situation mentioned in the symposium, death, seems not to 
have created stress in their lives. They assume living to be natural and are often 
annoyed by the questions about the reasons for their longevity. The story of a 
woman of 99 who married a man aged 101 and promptly sued him for divorce 
because she was convinced he had married her for her money, would indicate 
that she had little expectation of dying in the near future; this in spite of the 
fact that her brother had just died, as she said, ‘‘prematurely,” at the age of 103. 

Other noteworthy traits of centenarians are the following: They are religious, 
but avoid the extreme of orthodoxy; they are disciplined, but are more interested 
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in being creative than in being perfect. They are interested in the development 
of new ideas, and never at a loss about what to do with their “leisure time.” 
They enjoy conversation with others, and increase their store of information 
and ability to develop new projects. They express themselves well and keep 
their lines of communication open. They are more interested in the new than 
afraid of it. They combat entropy by remaining curious. 


4. DIAGNOSIS—“‘POTENTIAL CENTENARIAN”’ 


It has been said that the potential centenarian can be detected at the age of 
50, perhaps even earlier, just by a study of his previous health record and life 
pattern. As is clear from the traits described, the centenarian does appear to 
have been throughout his lifetime a person different in many respects from the 
majority of his contemporaries. The difference is highlighted as he approaches 
“middle age.”” Gumpert recommends frequent checkups in middle age to deter- 
mine the “hidden age” of the organism—the physiologic age of its parts. 

It is of some interest that, in spite of all that has been done to decrease mor- 
tality, the decrease in mortality rate is less in the age decades of 60 to 80 than 
it is in the decades of 80 to 100 and over. Bowerman (15) noted that ‘at the 
age of 80 and over there occurred nearly all the excess improvement.” Pearl (16), 
among others, found that the greatest incidence for the illnesses of old age is 
between 50 and 70. Cattell (17) writes: “It is probable that much selection goes 
on between 60 and 70 and indeed throughout life, specifically with respect to 
emotional stability ... so that the survivors are actually a sample of individuals 
originally unduly high in stability.”” What Selye would probably think Cattell 
meant by individuals unduly high in stability is that these persons had devel- 
oped a general adaptation syndrome particularly unprone to error. 

From a series of about 100 patients followed from ten to twenty-five or more 
years, the following case histories are selected to illustrate the possible relation- 
ship between the reaction to stress and anxiety on the one hand and longevity 
on the other. Differences in personality picture should be noted (2c). 


A married woman of 55 years was admitted to the hospital with a diagnosis of rheumatic 
heart disease and cardiac insufficiency. She had had rheumatic fever at the age of 14 and 
had been kept in bed periodically thereafter for a ‘“‘rheumatic heart.’’ Because her father 
refused to send her to college (he had only enough money for her brothers) she translated 
some books from the French, for which she received enough compensation to get herself 
to college; but when she happily told her strict New England father about it he responded 
angrily that she was a disgrace. It would be said by no one that a daughter of his had to 
work for money. This was behavior unbecoming in a lady and to make amends she must 
contribute everything she earned to charity. A year later at the age of 18 this girl fell in 
love with a man of whom her father disapproved, as he had previously disapproved of her 
going to college. She spent ten unhappy years at home and ailing until her father died 
and she dared to marry the man of her choice. She had 2 children about whom she worried 
excessively, but things went better until her children were in college. Then her worries about 
them became increased and the heart attacks began again, with dyspnea, breathlessness 
and fainting, but the children did not come back to take care of her. She responded poorly 
to treatment in the hospital and psychotherapy was recommended. In the course of treat- 
ment her pattern of reaction to frustration and stress changed. She began to write—some- 
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thing she had always wanted to do—and later, to take an active part in the management 
of her household. She had no further illness, although her husband’s death when she was 
60 and her son’s divorce, which came at about the same time, were hard to bear. She came 
of a family in which ‘“‘divorce was unheard of.’’ She kept on with her friends and her work 
and is active, creative and very much loved at her present age of 85. 


This patient may be contrasted with another woman admitted to the hospital 
with congestive failure, cause unknown. 


A spinster aged 50, with a history of suspected rheumatic fever at puberty, was admitted 
for her fifth hospitalization. Twice previously, the diagnosis on admission had been car- 
diac decompensation, cause unknown (although the final diagnosis was given as Inactive 
Rheumatic Heart Disease and Cardiac Insufficiency). Because of failure to respond to 
treatment a psychiatric consultation was requested. According to the original medical 
history, her father had died in an accident at the age of 95 and the mother had died at 65 
from heart disease and apoplexy. The patient told the psychiatrist that these bits of in- 
formation were untrue. Her father and mother were both living, but she did not care to say 
where, because she was ashamed of them. Her forebears on both sides were early Colonial 
settlers. Her parents were strict New Englanders but never adjusted to one another nor to 
the community in which they lived. The patient was an only child and the first memory of 
her mother consisted of the exclamation: ‘“‘Take that brat away, I hate, I hate it,’’ when 
she was wheeled into the room where her mother and father were fighting. 

She had been sent to school and college ‘“‘because mother wanted to get rid of me,’’ failed 
to graduate, and spent the rest of her life going from one job to another, selling flowers, 
teaching in business college, designing clothes, working in fashion design, and doing up- 
holstery. As she tired of each job she had an increasing number of attacks of dyspnea and 
palpitation, and went to bed. ‘‘I was too angry to concentrate on anything for very long.”’ 
“‘T thought I had a right to be taken care of.”’ 

In this case the parents had interfered with her marriage and the man had not waited 
for her. She insisted that she was always nagged by everybody and that she had tried to 
love her mother and her mother was not worth it. Her mother had made her father’s life 
miserable by having hysterical attacks, so he finally had had to leave her. The patient had 
wanted to go with her father to keep house for him, but he had become interested in another 
woman. The patient had not seen her father for ten years, although she occasionally heard 
about him indirectly. She continued: ‘‘Life is just a progressive disgust with oneself and 
being born. It’s too awful to go on living when your body can’t mind you. I am getting 
more and more like mother. She used to get breathless and faint and now I am doing the 
same thing. I get so mad at living I'd like to die. I can’t tell you how I resent being born. 
The end of October is my birthday. I am always sick in the fall—September, October and 
November—because I think of mother and of being born. She might have spared me that.”’ 
‘Just to spite her I’d like to die on that day.”’ (2d). 

This patient was resistant; she was discussed at Staff Conference and it was decided 
that she was too ill for treatment against her will but, had a psychiatric consultation been 
thought of three years previously before her heart had become so seriously damaged, some- 
thing might have been accomplished. She nevertheless improved and left the hospital with 
the statement that she would be ‘‘back to die.’’ Five weeks later she was readmitted to the 
hospital and during the first few days there was marked subjective improvement. She then 
died suddenly for no obvious reason, but she died on the day that she had stated that she 
wished to die—the day on which her mother had subjected her to the indignity of birth. 


Obviously neither of these patients compensated well for stress and frustra- 
tion. One was over-anxious and the other over-angry. Both broke down on 
entering middle age, but one was given an opportunity to change her life pat- 
terns before her illness was too far advanced. The other did not wish to change 
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and reacted violently against treatment, because she was reluctant to face her 
problems clearly and to give up placing the exclusive blame for her behavior on 
her parents. This patient died as and when she said she would. The first patient 
married again and her behavior during the subsequent decades of her life was en- 
tirely in accord with that described as characteristic of potential centenarians. 

Two men were admitted to the hospital with histories of anginal attacks over 
a period of some ten years. Both were only sons, working up in executive posi- 
tions, and both worked long hours but with considerable anxiety in spite of the 
fact that each had achieved success and recognition. In both cases a shock in- 
volving betrayal by a friend had preceded the admission to the hospital. One 
was cooperative and changed his life pattern after discharge in such a way that, 
although continuing to work hard he worked with less tension and rebellion 
against frustration. The other was unable to cope with his sense of injustice 
and his anger. Two years following discharge he returned with a coronary attack 
and died. 

Were the stories of these patients given in sufficient detail to make the psy- 
chodynamic picture clear and convincing, they would occupy more than the 
full space scheduled for this communication. They are taken from the group of 
serial admissions studied at Presbyterian Hospital, New York, during the years 
of 1930-35, as described by Dunbar (2d), and will be presented in full when the 
follow-up study is completed. They are of value here only as indicative of an 
area of observation which merits more careful investigation by a well-trained 
research team. 

It would appear, then, that homeostasis during senescence depends on learn- 
ing how to use the extra energy or manpower-hours allotted by the increasing 
life span. This involves the development of more effective patterns of response 
to anxiety and stress, which, in turn, decrease susceptibility to illness in ways 
that suggest immunity. 

Anxiety in “its tortuous course, its origins, direct manifestations, its equiva- 
lents, derivatives and consequences (defenses, symptoms)” according to Rangell 
(18) “constitutes the major background and indeed the foreground of the clini- 
cians’ field of operation.”” In a report from the Harvard University Medical 
School (19) on the metabolic and psychologic investigation of pituitary-adrenal 
responses to stress, it is suggested that: 


“Perhaps the psychological mobilization for an immediate emergency (‘fight or flight’) 
is physiologically represented by activity of the adrenal medulla (which produces epineph- 
rine, the hormone which brings about an acceleration of heart rate and an increase in the 
available blood sugar). A psychological response involving a shift in the balance of rela- 
tively primitive biological energies and their psychological control, on the other hand, may 
be reflected by adrenocortical activation. There would be every reason, of course, to expect 
both medullary and cortical influences to be present in varying degrees. From a psycho- 
logical point of view this would correspond to the combined influence of individual character 
and of the relatively less differentiated biological energies present in every one.” 


In studying the responses to ACTH or cortisone, they noted: 


...an increased responsiveness both to inner visceral sensations and to external 
sensory perceptions while some of the patients who became anxious experienced an exag- 
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gerated sensitivity to light or noise. This apparently represents pathological distortion of 
an effect of the pituitary-adrenal hormones, which seems to heighten perception as part 
of the readiness for action. Thus the quality of perception as well as the nature of behavior 


and performance help to indicate the extent to which a useful sharpening of alertness has 
been exceeded. 


‘Perceptual changes occurring under the influence of ACTH and cortisone as well as 
other substances, such as mescaline, provide a special opportunity for scientific investiga- 
tion of a shift in the psychological balance of the individual from a relatively objective 
recognition of external reality toward a more subjective type of response. Psychic distance 
between the self and outside objects shrinks and the boundary between private feelings 
and outer events becomes blurred.’’ 


Despite the impact of society and culture, the healthy person manages to keep 
the boundary between private feelings and outer events from becoming blurred. 
Increasing emphasis is being placed on the “critical age.’”’ Like adolescence, 
it is a period of changes. Those who navigate this second period successfully 
remain healthy adults. The alternative is illness or the “‘second childhood.” 
Although this period of change is not listed among stress situations in Lieb- 
man’s (14) symposium, it is perhaps the most stressful of all. But unlike most 
older people the pre-centenarian responds creatively to change. Perhaps this, more 
than anything else, makes him seem like a ‘different kind of person.” This may 


be taken as one criterion for early detection of the potential centenarian. James 
Oppenheim wrote: 


age inevitably: 
The old joys fade and are gone: 
And at last comes equanimity and the flame burning clear.” 


Centenarians seem not to have waited for old age to give them equanimity and 
clarity but instead have developed and maintained their homeostatic equanimity, 
including their psychosomatic equilibrium, more or less throughout their lives. 

Another diagnostic sign of the potential centenarian is freedom from anxiety 
and its psychosomatic manifestations. Grinker and Robbins (4) define anxiety as 
the ‘“‘conscious and reportable experience of intense dread and foreboding concep- 
tualized as internally derived and unrelated to external threat.’ “States of 
fear are conceived as temporary, more related to external events, and prepara- 
tory to appropriate behavior of the organism; anxiety is more usually derived 
from internal psychological problems and therefore is chronically present, lead- 
ing to more serious, long-lasting somatic and psychological changes.” Stress as 
used today is the stimulus situation likely to arouse anxiety. It has been found 
that at low levels of anxiety there is a general alerting of the organism which 
Liddell calls vigilance. But at a higher level of anxiety the capacity to distinguish 
between the dangerous and the trivial is diminished, so that the organism becomes 
less capable of coping with the situation. Behavior becomes less spontaneous 
and flexible and a fear of the new and unknown develops. Hence, the individual 
loses the ability to improvise and create. As has been indicated earlier, the con- 
tinued ability to create and invent is a characteristic of those who become cen- 
tenarians. 
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This capacity may be understood in relation to Selye’s concept of adaptation 
energy, a term he suggests to designate the “adaptability that is gradually 
consumed during exposure.”’ It is also a measure of the organism’s “integrative 
capacity” and, in the human being, of ego strength. 

As psychiatrists have long thought and psychologists and physiologists have 
attempted to prove experimentally, a major stumbling block is unconscious 
anxiety, which, according to Lacey and Smith (8) is a factor in determining the 
organism’s responses to stimulus. From a series of experiments in which the 
subject chain-associates for fifteen seconds for each of a list of 40 stimulus words, 
and is shocked after each of 6 presentations of one of these words, they conclude 
that: 


“the subject’s autonomic responses in the 15-second interval between hearing the 
stimulus word and receiving the shock reveal existence of unconscious anticipation of shock. 
This unconscious anxiety is not limited to the conditioned word stimulus itself but spreads 
to other words meaningfully related to the conditioned word. Subjects shocked after the 
word ‘cow’ develop relative over-reaction to other words with rural connotations. The de- 
velopment of such responses is very rapid, revealing the anxiety proneness of humans... . 
The spread of anxiety as seen in curves of generalization seems greater at the unconscious 
than at the conscious level. 

“The chronic anxiety level of the subject may be related to the ease of acquisition and 
spread of new anxiety responses. Low anxiety subjects condition better but generalize less. 
This implies more accurate discrimination and appropriateness of response in low anxiety 
subject.”’ 


The potential centenarian appeared to have a low anxiety level and a high 
level of adaptive energy.! 

It seems, then, outmoded to speak of people who are over-active or under- 
reactive. The question is, under-active or over-reactive to what and when. The 
person who is always in a hurry, works under pressure, and neglects the rules 
of hygiene is peculiarly susceptible to circulatory damage, whereas the potential 
centenarian, who is rarely in a hurry and when under pressure is relatively un- 
excited about it, is a less likely candidate, even though in his quiet casual way 
he may work just as long hours and accomplish as much or more. When things 
are too much for him he is usually willing to take a brief rest, or go for a walk 
or to a movie, instead of whipping himself up with drugs, coffee or aleohoi. Un- 
like the victim of cardiovascular disease, the accident-prone person seeks relief 
in ill-considered or impulsive actions; but the potential centenarian is not so 


1 As Dubos (5) has beautifully demonstrated, immunity in a given subject can change 
from month to month, day to day and under some circumstances, from hour to hour. He 
has shown that an inadequate protein diet, like fasting, can increase the susceptibility to 
infection. The diets of some people are inadequate as a result of ignorance, and of others 
as a result of anxiety which may lead to a conscious or unconscious hunger strike or faulty 
metabolism. It is known that somatic damage may be produced by other noxious agents, 
such as bad news or frustration, and that the degree and nature of this damage depends on 
the preceding stress. A good example is Selye’s rat wrapped in cotton batting and tied down. 
There appears nothing more frustrating to a rat than to be immobilized and deprived of any 
chance to fight or run. Under these circumstances an ulcer developed—a lesion against 
which the rat had previously been protected. 
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inclined, perhaps because he rarely needs relief. With his relatively low anxiety 
level he is able to think before he acts, and hence is capable of acting in a way 
more satisfying to himself and more effective. 


5. THE GERIATRIC PATIENT 


Unfortunately, most geriatric patients do not resemble potential centenarians. 
Incidentally, in thinking of a personality profile it is important to recognize it as 
a partial description of a background of forces in which disease does or does 
not happen, rather than as a ‘“‘cause of disease.” It should be borne in mind 
that no personality profile will cover all sufferers from coronary disease, hyper- 
tension or any other illness syndrome, even accident-proneness. Insurance com- 
panies find that only 80 to 90 per cent of all accidents are due to an X factor in 
the personality, which leaves the remaining 10 to 20 per cent to be accounted 
for. It is difficult to find a generalization in medicine that is 100 per cent true. 

More could be said about anxiety and behavior under stress in relation to 
these two major causes of mortality, and if time permitted something could be 
said about the third—cancer. It is of interest that accidents cause more incapacity 
than does cancer, which ranks above accidents as a killer. 

Drugs and attention to endocrine balance can help patients to interrupt some 
pathogenic behavior patterns. Much more must be known before we can become 
skillful in such manipulation, and even then the personality of the individual 
remains as a factor often of no mean importance in determining the interplay 
of biochemical reactions—a factor to which biologic chemists and many others 
are calling attention. Any plan for therapy depends for its effectiveness on some 
understanding of the patient’s obvious and less obvious anxieties. 

During the past five years there has been an increasing literature about psycho- 
therapy and even psychoanalysis for older people. It used to be thought that 
older people were poor subjects for anything but palliative treatment. After all, 
their lives were finished. They had made their mistakes, were paying the penalty 
and had no further decisions to make. Now, however, with half their adult life- 
time ahead of them, the picture is changed. They do have decisions to make 
which will affect their lives and those of many others for years to come. Actually, 
with a few rather obvious differences, psychotherapy during this “‘second adoles- 
cence” follows very much the pattern of psychotherapy with adolescents. 

Gumpert (13) whose profile of so-called nimble nonagenerians corresponds 
closely with that suggested here for potential centenarians and centenarians, 
stressed the inventiveness of those who had survived the dangerous age. It is 
well known that many of our most valued artistic, literary and scientific achieve- 
ments have come from those well past what we now designate as the retirement 
age. Michelangelo was 70 when he completed the dome of St. Peter’s. 
At 80 Sophocles wrote ‘Oedipus Tyrannus.” Cato learned Greek at 84, 
in order to read Sophocles. Goethe, past 80, completed ‘Faust.’’ Gladstone 
became Prime Minister at 84. Handel, Haydn and Verdi were still show- 
ing their musical genius at 74, 77 and 87 respectively. There are, in addition, 
many whose first major achievement was made after the age of 60. For example, 
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Chaucer wrote the “Canterbury Tales,’’ Vondel wrote his best tragedies, Defoe 
wrote “Robinson Crusoe,” Voltaire wrote “Candide,” and Pasteur made his 
great discovery at the age of 64. With the increased life span it is to be expected 
that more people will make such records. These same people, had they been 
born two generations later, might well have continued longer in their creative 
paths. 

Genius, according to Matthew Arnold, is ‘“‘mainly an affair of energy”’; accord- 
ing to Thomas Edison it is “one per cent inspiration and ninety-nine per cent 
perspiration” and, according to J. M. Barrie, it is the power to be a boy again 
at will. The centenarian, be he genius or not, has made use of his adaptation 
energy in such a way that, no matter what happens to him, he wants to stay 
alive. 


CONCLUSION 


Immunity depends in part on the capacity to maintain homeostasis during 
periods of change and when subjected to the unexpected or unaccustomed, be 
it frustration or micro-organism. 

Maintenance of homeostasis during the inevitable stresses of senescence is a 
problem of energy economy. The focus should be on increasing the effectiveness 
of the general adaptation syndrome which, in turn, depends on a clear under- 
standing of individual patterns of response to stress. Entropy is best combated 
by increasing information, decreasing anxiety and providing channels for cre- 
ative activity. 

It is unwise to spare the energy of the aged on the assumption that aging 
means decrease of energy. This procedure results in further depreciation of 
energy and atrophy of the capacity for adjustment, or it locks up the energy as 
it were in a boiler without a safety valve, and so leads to inner explosion. We are 
gradually giving up the somewhat homeopathic idea of treating shock with 
shock and limitation by further limitation. Shock therapy is being replaced by 
reinforcement therapy combined with chemo- and psycho-therapeutic attention 
to anxiety. Probably no one should be urged to rest unless he is tired. Even then, 
careful distinction should be made between the fatigue of boredom or frustra- 
tion and the fatigue of over-exertion. 

Joubert wrote, ‘In bringing up a child, think of his old age,’’ which may be 
taken to mean—allow him to develop those traits which protect against entropy 
and favor longevity. When parents have failed in this respect it becomes the 
physician’s responsibility to carry on from where they left off. The potential 
centenarian appears to be characterized by creative response to change, relative 
freedom from anxiety, and an efficiency and elasticity in response to stress which 
favor immunity to illness. 

The few centenarians in our population today have apparently achieved their 
longevity by something like a stroke of genius. With more research into the 
nature of adaptation energy, physicians will be able to point the way to many 
who have been unable to find it for themselves. Seneca, Terence, Ben Johnson 
and many others have called old age an incurable disease, but Benjamin Franklin 
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asserted, “‘All diseases may, by sure means, be prevented or cured not excepting 
even that of old age.” 


It has been suggested that as a result of the changes taking place in physicians 
and their patients, old age itself will cease to be spoken of as a disease. Instead 
physicians will be talking about healthy people aged 20 to 50 or 80 versus sick 
people who, through illness, have become old at similar ages. Healthy will mean 
young, and sick will mean courting senility. 
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CLINICAL STUDIES IN GERIATRICS. III. THE “TONIC” 
JULIUS POMERANZE, M.D. anp RAYMOND J. GADEK, M.D. 


New York Medical College-Metropolitan Medical Center, The Bird S. Coler 
Memorial Home and Hospital, New York, N. Y. 


Geriatric nutrition includes principles applicable to nutrition at all ages with 
the addition of certain variable factors concerned only with advanced years. 
A deficiency in cellular metabolism which is the aggregate result of stress main- 
tained through life leads to inadequacies in digestion, absorption and excretion. 
Lack of teeth, change in taste patterns, and impaired digestion and excretion 
can cause an insufficient and unbalanced food intake. Nutritional deficiency 
may be clinically evident, but even more important is the state of subclinical 
nutritional deficiency in which reserves are no longer present to maintain nor- 
malcy in the presence of even slight stress. Inadequate cerebral cellular metabo- 
lism may be concerned in the depressive states common to the geriatric age 
group. 

In addition, retirement and fear of impending deterioration and death often 
cause a serious depressive condition in older but otherwise fit individuals (1). 
It is difficult to inspire them to continue activities commensurate with their 
physical abilities. 

The need for a geriatric “tonic” is real. The tonic should contain a stimulant 
for the appetite, an analeptic agent, and nutritional supplements in a pleasant- 
tasting vehicle. Vigorous application of such a tonic results in organic improve- 
ment, and it is evidence of the sustained interest so important for the morale of 
the patient. 

Such a combined agent (Alertonic') has been given clinical trial. Pipradrol 
(Meratran*), one of the ingredients, has been demonstrated to be an analeptic 
agent that is long-lasting in its effects and has little influence on appetite. 

In Table 1 are listed the effects of Alertonic in 61 institutionalized patients. 


! Alertonic is a trade-mark of The Wm. 8. Merrell Company, Cincinnati 15, Ohio. The 
daily dose of 3 tablespoonfuls contains: 

Meratran (pipradrol) hydrochloride 

Vitamin B, (thiamine hydrochloride) 

Vitamin Be (riboflavin) 

Vitamin B, (pyridoxine hydrochloride) 

Niacinamide 

Choline 

Inositol 

Iodine (as potassium iodide) 

Cobalt (as cobalt chloride) 

Manganese (as manganese sulfate 

Magnesium (as magnesium acetate) 

Zine (as zine acetate) 

Molybdenum (as ammonium molybdate). 1 mg. 
* Meratran is a trade-mark of The Wm. 8. Merrell Company for its brand of pipradrol. 
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In 32 the clinical response was excellent, and 22 others were “improved.” The 
proportion of patients responding favorably was, therefore, 88 per cent. 

The following case history is an example of the results of cooperative medica- 
tion and reconstruction of morale: 


S. R. was a 67-year-old underweight white man who had suffered fatigue, emotional 
clouding and mild depression since an enforced retirement two and a half years previously. 
A complete physical and laboratory examination revealed no evidence of organic change 
Nevertheless, fatigue was present in the morning; though slightly relieved before lunch, it 
recurred after lunch and persisted throughout the day, accompanied by a slight but ob- 
vious depressive state. 

Prior to the executive position which he had occupied for thirty years, he had been a 
science teacher. Two grandchildren in high school were enlisted in his rehabilitation pro- 
gram. They approached him for help with homework problems. During this period he was 
given 1 tablespoonful of Alertonic three times per day. A remarkable interest was aroused 
within twenty-four hours. The patient attributed the improvement to the tonic, although 
it was clear that the entire program was important. A remarkable liaison sprang up be- 
tween the boys and their grandfather, and within a short time the partnership became a 
mutual one, for the boys benefited as much as did the older man. Fatigue disappeared 
rapidly and no depression was evident. 


The solution was simple in this case, but it can be more difficult. However, a 
careful search will often reveal a springboard for rehabilitation. 

Alertonic is an excellent medication to initiate and maintain the drive associ- 
ated with a rehabilitation program. 

Various combinations of active agents have been used to overcome the de- 
pressive states common to older persons. The amphetamine drugs are useful, 
but their action is irregular and they depress the appetite. This is undesirable 
in these patients, whose appetites are already poor. A combination of phenobar- 
bital with amphetamine ameliorates the jumpiness and nervousness but does 
not remove the anorectic effect; moreover, a depressant and habit-forming drug 
has been added. Meratran, in our experience and in the experience of others 
(2-3), permits an even cerebral stimulation with very little effect upon the appe- 
tite. Alertonic contains pipradol as an analeptic agent, alcohol as a tranquilizing 
and appetite-stimulating agent, and vitamins and minerals as supplements—all 
ina pleasantly-flavored vehicle which encourages its use. The taste factor and 
tolerability are important, for a drug that cannot be used is of no value. 

Our most important and growing health problem is the loss of morale of our 
older population. It is a problem that drug therapy cannot cure by itself. A sin- 
cere public interest will inspire our legislators and public benefactors to shape a 
proper medical and vocational educational program. Retirement should be a 
privilege based on health needs and on desire, rather than an enforced restriction 
based on chronologic age. So many of our older persons are capable, available, 
and needed for their experience. They should not be relegated to obscurity be- 
cause a certain age has been reached. Security is desirable, but insulation is 
undesirable and dangerous. 

A suitable tonic can play a useful subsidiary role in overcoming the initial 
depression which overtakes the active individual as he approaches retirement 
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and obscurity. It can help when a proper program proves to the older person his 
usefulness, and to the general public his ability, needs, availability and desira. 
bility. 


SUMMARY AND CONCLUSIONS 


A tonic (Alertonic) containing pipradrol, alcohol, vitamins and minerals was 
administered three times daily to 61 aged institutionalized patients. It wag 
found to be a useful adjunct in the treatment of 88 per cent of these patients, 
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THE USE OF PERPHENAZINE (TRILAFON) TO CONTROL 
ANXIETY AND AGITATION IN AGED PATIENTS 


EDWARD SETTEL, M.D.* 
Forest Hills Nursing and Rehabilitation Center, Forest Hills 75, New York 


There are 15 million people over 65 in the United States and by 1975 there 
will be 20 million. Because of this sharp and apparently continuing rise in the 
geriatric population, the psychiatric problems of aging are receiving increased 
attention. Comparatively few emotionally disturbed old people can be cared for 
in the available public and private institutions; most must live at home, and 
when this is possible it is certainly preferable. Therefore, any therapeutic ad- 
vance which obviates or lessens the need for custodial care is of considerable 
social as well as medical significance. 

Introduction of a new class of drugs, the tranquilizers, is a recent development 
of particular promise. These compounds, such as the rauwolfia alkaloids and 
phenothiazine derivatives, are characterized by their ability to reduce tension 
and anxiety without impairing alertness or mental acuity (1-3). Unlike the 
barbiturates, their site of action is subcortical and probably localized in the 
hypothalamus, where it is thought that they antagonize the cerebral stimulation 
caused by serotonin (4, 5). Although the mode of action of these drugs is not 
well understood, abundant clinical evidence attests to their effectiveness. 

The tranquilizers are relatively nontoxic and, so far as is known, nonhabituat- 
ing. Side-effects are usually reversible, although there have been isolated re- 
ports of serious sequelae. 

The tranquilizers are valuable for short-term amelioration of acute emotional 
crises and to enhance the patient’s receptivity to other psychotherapeutic 
modalities. They should not be used in place of definitive psychotherapy. 

When the first tranquilizers were introduced a few years ago, the enthusiasm 
which greeted their arrival was contagious, uncritical, and somewhat premature. 
Physicians are currently developing a rational understanding of the limitations 
and dangers of these agents as well as their considerable advantages. New drugs 
which combine increased potency and predictability with diminished toxicity 
are now available. 

One of the most recent, and most promising, of these new agents is perphena- 
zine, a compound in the phenothiazine series which is five to six times as potent 
as chlorpromazine and much less toxic (6, 7). According to early clinical reports 
(8-14) perphenazine (Trilafon®) is an effective and comparatively safe tran- 
quilizer suitable for use in the full range of psychiatric indications, from mild 
tension and anxiety states through frank psychoses. 

A clinical assay of Trilafon was initiated because of its possible use as a tran- 
quilizing agent in elderly patients with anxiety and agitation. This is a broad 
clinical group presenting major impediments to diagnosis and therapy because, 
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1) the emotional difficulties of old people vary widely in severity and sympto- 
matology and thus rarely can be fitted into standard categories of psychiatric 
diagnosis, and 2) the increased sensitivity to drugs common among geriatric 
patients makes the use of drug therapy relatively unpredictable and hazardous, 


METHOD OF STUDY 


Perphenazine in the form of Trilafon' was administered to 60 patients —18 
men and 42 women. Twenty-four of these patients, ranging in age from 60 
to 84 years, were ambulatory and were seen in office practice. They had been 
having difficulty in social adjustment and presented symptoms of mild or 
moderate agitation, anxiety with tension, or anxiety with depression. The other 
36 patients, ranging in age from 62 to 93 years, had been institutionalized be- 
cause of severely disturbed behavior and were treated in the custodial environ- 
ment of a modern, well-administered nursing home. 

All 60 patients had concomitant organic illnesses: arteriosclerotic cardio- 
vascular disease in 39, diabetes mellitus in 12, and osteoarthritis in 9. Four 
patients had carcinoma in the terminal stage. 

The ambulatory, moderately affected patients received 12 or 16 mg. of Trilafon 
daily in divided dosage. The hospitalized, severely disturbed patients received 
24 or 32 mg. daily; if they failed to respond within a week, dosage was increased to 
48 mg. daily. The patients who responded well were maintained on Trilafon 
for periods of from ten to twenty weeks, the average being sixteen weeks. 

Each patient was evaluated according to a personality profile chart (Fig. 1) 
before therapy was started, and thereafter at monthly intervals. In this manner, 
we were able to estimate the effect of the tranquilizer on various areas of the 
personality. We obtained psychologic data about the ambulatory patients 
through interviews with members of the family, and about the hospitalized 
patients through reports from the nurses. 

Laboratory studies were performed in all patients before therapy and there- 
after at intervals of six weeks. Clinical examinations, including neurologic and 
psychologic evaluation, were performed weekly by the writer. 

Because senile agitated patients cannot be subjected to objective psychologic 
tests, we graded results on the basis of clinical observation, using the personality 
profile charts to standardize our impressions. Improvement in 5 or more areas 
was arbitrarily graded an “excellent” result; improvement in 2 to 4 areas was 
considered a “good” result; and improvement in fewer than 2 areas was listed 
as a “‘poor”’ result. 


RESULTS 


Good or excellent results were obtained in 51 (85 per cent) of the 60 patients 
(Table 1). The other 9 patients either failed to respond to perphenazine (Trilafon) 
or, in 3 instances, experienced side-effects which necessitated discontinuance 


1 The Trilafon used in this study was supplied by the Division of Clinical Research 
of the Schering Corporation, Bloomfield, New Jersey. 
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1) the emotional difficulties of old people vary widely in severity and sympto- 
matology and thus rarely can be fitted into standard categories of psychiatric 
diagnosis, and 2) the increased sensitivity to drugs common among geriatric 
patients makes the use of drug therapy relatively unpredictable and hazardous, 


METHOD OF STUDY 


Perphenazine in the form of Trilafon' was administered to 60 patients —18 
men and 42 women. Twenty-four of these patients, ranging in age from 60 
to 84 years, were ambulatory and were seen in office practice. They had been 
having difficulty in social adjustment and presented symptoms of mild or 
moderate agitation, anxiety with tension, or anxiety with depression. The other 
36 patients, ranging in age from 62 to 93 years, had been institutionalized be- 
cause of severely disturbed behavior and were treated in the custodial environ- 
ment of a modern, well-administered nursing home. 

All 60 patients had concomitant organic illnesses: arteriosclerotic cardio- 
vascular disease in 39, diabetes mellitus in 12, and osteoarthritis in 9. Four 
patients had carcinoma in the terminal stage. 

The ambulatory, moderately affected patients received 12 or 16 mg. of Trilafon 
daily in divided dosage. The hospitalized, severely disturbed patients received 
24 or 32 mg. daily; if they failed to respond within a week, dosage was increased to 
48 mg. daily. The patients who responded well were maintained on Trilafon 
for periods of from ten to twenty weeks, the average being sixteen weeks. 

Each patient was evaluated according to a personality profile chart (Fig. 1) 
before therapy was started, and thereafter at monthly intervals. In this manner, 
we were able to estimate the effect of the tranquilizer on various areas of the 
personality. We obtained psychologic data about the ambulatory patients 
through interviews with members of the family, and about the hospitalized 
patients through reports from the nurses. 

Laboratory studies were performed in all patients before therapy and there- 
after at intervals of six weeks. Clinical examinations, including neurologic and 
psychologic evaluation, were performed weekly by the writer. 

Because senile agitated patients cannot be subjected to objective psychologic 
tests, we graded results on the basis of clinical observation, using the personality 
profile charts to standardize our impressions. Improvement in 5 or more areas 
was arbitrarily graded an “excellent” result; improvement in 2 to 4 areas was 
considered a “good” result; and improvement in fewer than 2 areas was listed 
as a ‘“‘poor”’ result. 


RESULTS 


Good or excellent results were obtained in 51 (85 per cent) of the 60 patients 
(Table 1). The other 9 patients either failed to respond to perphenazine (Trilafon) 
or, in 3 instances, experienced side-effects which necessitated discontinuance 


1 The Trilafon used in this study was supplied by the Division of Clinical Research 
of the Schering Corporation, Bloomfield, New Jersey. 
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TABLE 1 
Results of therapy with Trilafon 
Results 4 
Diagnosis No. of Patients | ae = 
| Excellent Good | Poor 

Simple senile agitation...................... 10 6 4 0 
Agitation with cerebral arteriosclerosis...... 20 11 8 1 
10 | 3 5 2 
Anxiety and depression..................... 9 | 2 5 2 
Agitation with terminal carcinoma.......... 4 0 2 2 

42%) | 43%) | (15%) 


of therapy. One of these patients became dizzy and the other 2 had extrapy- 
ramidal symptoms. 

Of the 37 patients with senile agitation or psychosis, 34 showed marked re- 
duction of anxiety, aggressiveness, and hypermotricity. The hospitalized psy- 
chotic subjects required larger doses (24 to 48 mg. daily) but results were ex- 
cellent or good in 5 of these 7 patients. 

The 19 ambulatory patients with anxiety also responded well. All but 4 
became free of overt antisocial or disturbed behavior. 

The results in the 4 patients with terminal carcinoma, whose agitation was a 
basic reflection of the fear of death, were less encouraging; in 2 the results were 
good, and in 2 they were poor. However, 3 of the 4 had a gastro-intestinal 
malignant condition with hyperemesis. Trilafon, a potent antiemetic, reduced 
vomiting in these patients and thus proved to be useful in their management. 


SIDE-EFFECTS 


Side-effects occurred in 5 (8 per cent) of the 60 patients. Three patients who 
received 24 mg. of Trilafon complained of extreme lassitude, fatigue and drowsi- 
ness; in 2 of these, side-effects were reversed by reducing the dosage to 12 mg. 
daily; in the third, vertigo supervened and necessitated discontinuance of 
therapy. The vertigo disappeared forty-eight hours after discontinuance, but 
reappeared when the drug was resumed. The result in this patient was classified 
as poor. 

Two patients experienced gross trembling of the hands and feet, extreme 
salivation, and unstable gait when receiving dosages of 24 mg. daily. These 
symptoms, which probably indicated extrapyramidal involvement, were suf- 
ficiently disturbing to necessitate withdrawal of the drug. When therapy was 
resumed five days later, antiparkinsonian drugs were administered concomitantly, 
and thus in a large measure these side-effects were controlled. 

Repeated laboratory tests (hemograms, urinalyses, and renal and hepati¢ 
function tests) did not reveal a single instance of toxicity. Moreover, there was 
no evidence of accentuation of the primary symptoms, even in the 9 patients 
in whom anxiety was associated with depression. 
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COMMENT 


The full effect of perphenazine (Trilafon) was evident after two or three days 
of reguiar administration. Thereafter the dosage usually could be reduced to 
maintenance levels of 16 mg. daily. 

Perphenazine has a broad range of effectiveness. It appears to be useful in 
patients with all degrees of anxiety and agitation, from mild tension or hyper- 
motricity through severe psychosis or psychomotor hyperactivity. 

Perphenazine did not have an adverse effect on any of the organic illnesses. 
If anything, its effect was salutary, in that subjective yup seemed less 
intense and disturbing to the patient. 


SUMMARY AND CONCLUSIONS 


1. Perphenazine (Trilafon) was administered to 60 patients with anxiety 
and agitation, whose ages ranged from 60 to 93 years. The 24 who were am- 
bulatory received 12 or 16 mg. daily and the 36 who were hospitalized received 
24 to 48 mg. daily. The average duration of therapy was sixteen weeks. 

2. Good or excellent results were achieved in 51 (85 per cent) of the patients. 
Results were generally good in moderate or severe senile agitation and in anxiety 
with tension or anxiety with depression. Results in 4 patients with agitation 
and terminal carcinoma were disappointing; however, the antiemetic properties 
of the drug proved useful in this group. 

3. Side-effects occurred in 5 patients, and were reversible in 4 through reduc- 
tion of dosage or concurrent administration of antiparkinsonian drugs. In none 
of the patients was there evidence of toxicity or exaggeration of the primary 
complaint. 

4. Perphenazine appears to be a safe and valuable agent in the control of 
agitation among geriatric patients. Because of the flexibility and broad range of 
dosage, it can be used for all types of geriatric agitation from mild anxiety to 
the morc serious forms of senile psychoses. 
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CONSERVATIVE MANAGEMENT OF THE 
OSTEOARTHRITIC KNEE* 


KEITH C. KEELER, M.D.t+ 
The Rehabilitation Center of Summit County, Inc., Akron, Ohio 


Mechanical disorders involved in osteoarthritic or degenerative processes in 
the knees seem to explain most of the associated symptoms and signs, and also 
provide a clue to management. 

A survey has been made of 39 cases of osteoarthritis referred to the Rehabilita- 
tion Center of Summit County, Inc., in which the chief complaint was painful 
knees. The patients ranged in age from 51 to82 years. Seven were bedridden and 
32 were ambulatory. 

For purposes of this paper differential diagnosis, etiology, and pathogenesis 
of the degenerative process will not be expanded upon, inasmuch as these facters 
have been discussed elsewhere (1, 2). 


SYMPTOMS 


Symptoms at the site of the osteoarthritic knee are not directly related to the 
intra-articular pathologic lesion. The chief symptoms in our series were as 
follows: 

1. Initially the patients usually complained of pain in the legs at night, 
described as stiffness in 25 per cent. Movement of the joints, such as walking 
around the room, relieved the discomfort. Some clinicians have described this 
symptom as “‘jelling pain,” meaning that the muscles seem to “‘jell’’ or set when 
immobile. The symptom is probably related to decreased peripheral circulation. 

2. In 18 of our 32 ambulatory patients (56 per cent) the chief complaint was 
pain on stairclimbing or on arising from a chair. Either climbing or rising to a 
standing position’ involves movements of the knees under the stress of body 
weight. 

3. The third outstanding symptom was pain in the knee on ordinary walking — 
present in 24 of the 32 ambulatory patients (75 per cent) in our series. We feel 
that this is a progression of the symptoms in category No. 2. Many patients will 
not go to the doctor until the knees become so uncomfortable that each step 
reminds them. 


SIGNS 


Clinical signs also are related to mechanical problems rather than to the intra- 
articular pathologic process, and in our series were chiefly as follows: 

1. The most obvious clinical sign was genu varus (Fig. 1). It was observed in 
33 per cent of the entire group of patients studied. The more severe deformities 


* Presented at the Annual Meeting of the American Geriatrics Society, New York, 
N. Y., May 30 and 31, 1957. 
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Fic. 1 Genu varus. 


would make more dramatic illustrations, but they would not be so typical of 
the disease. Though the genu varus may be mild, the pain of which the patient 
complains is just as severe as in the more deformed joints. In osteoarthritis 
we seldom see genu valgus, although it can occur, depending upon the premorbid 
architecture of the joint and the direction of stress. The site of maximum wear 
at the knee joint normally is the region of the medial meniscus, or between the 
medial femoral condyle and the medial tibial plateau (3). The clinical effect 
is genu varus. 

2. Lateral instability (Fig. 2) is the finding on physical examination which 
confirms suspicions of collapse of the articular space, excessive genu varus 
under weight-bearing conditions, and pain at the site of ligament strain. Of 
the 39 patients, 30 (75 per cent) manifested lateral instability of the knee joint. 
Whereas the normal knee in full extension permits no adducting or abducting 
motion of the tibia on the femur, the osteoarthritic knee, having undergone 
destruction of cartilage (Fig. 3), does permit such movement. With loss of tension 
in the collateral ligaments due to collapse of the articular space, the knee has 
little alternative under weight-bearing conditions but to bow one way or the 
other. In Figure 4 it may be noted that only a few degrees of flexion at the normal 
knee joint will cause relaxation of the collateral ligaments—a factor which 
predisposes to athletic torsion injuries of the knee. 

It is the author’s opinion that stress on lateral collateral ligaments accounts 
for much of the discomfort in osteoarthritis. Dynamic tension, a substitute for 
static ligamentous tension, may be derived from all available muscle tissue 
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Fic. 2. Lateral instability of knee joint. 


about the joint. A spatial projection of the extended knee joint in cross-section 
will show the prime movers of the joint arranged almost in the shape of an 
equilateral triangle. The insertion of the quadriceps may be considered as the 
apex of the triangle, the insertions of the inner and outer hamstrings mark the 
corners of the base, and the gastrocnemius insertions fall along the baseline (4). 
These posterior muscles are sources of additional tension. 

Engendering tension by muscle strengthening alone, without benefit of 
medication or surgery, relieved the symptom of pain on walking or climbing 
stairs in 51 per cent of the patients in this series, whose average age was 68 years. 

3. Obesity. Eighty-two per cent of our patients who complained of pain in 
the knees associated with osteoarthritis were females, and 90 per cent of them 
were obese. As the amount of body weitht increases over malfunctioning 
joints, the greater the disproportion between the transmissions of pressure and 
tension through the joint. 

4. The bent-knee stance associated with flat-footed gait was observed in 16 
out of 32 patients (50 per cent). Reference has already been made to relaxation 
of collateral ligaments in a flexed-knee attitude; but at this point we are con- 
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Fic. 3. Roentgenograms demonstrating lateral instability. 


cerned with flexion attitude occasioned by hamstring contractures, and weakened 
vastus medialis. Postural attitude at the knee should be corrected if possible; 
and it must be borne in mind that it also is dependent upon hip and ankle fune- 
tion. In 28 patients (82 per cent) there was definite loss of muscle strength. 
This loss of strength when added to reduced ligamentous tension compounds 
the existing instability. 

Using the formula for a compressible spring, it has been calculated that a 
150-pound man who jumps from a roof 10 feet high is subjected to a force pass- 
ing through the knees of approximately 3,700 pounds of stress, if the impact 
lasts 0.1 second. Thus, dissipation of instantaneous stress by pressure through 
the intra-articular cartilage and bones, and by tension through ligaments, 
capsule and muscles around the joint, is greater than one might think. An 
elderly person who descends a series of steps bearing his full weight hard on 
the heels, is placing undue stress on the knee joints. Such trauma applied to 
already pathologic interfaces must result in additional destruction (5). 

5. Another factor limiting motion is subpatellar adhesions. These occurred 
in about 25 per cent of our patients. Such fixation of the patella limits trans- 
mission of mechanical tension through the quadriceps mechanism to the tibia. 


PATHO-PHYSIOLOGY 


Discussion of the symptoms of which the patients complain and of the signs 
observed on examination does not give the total picture of the altered physiology 
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Fic. 4. [lustrating relationship between flexion of knee joint and relaxation of collat- 
eral ligaments. 


in the osteoarthritic knee, although it contributes to our understanding of 
attendant mechanical problems. Other factors are involved: 

Intra-articular cartilaginous and bony degeneration results in collapse of 
the articular space (Fig. 5). In this figure may be seen the ulcerated pits on 
the cartilaginous surface, fissuring of cartilage, and growth of bony exostosis 
into the base of the capsule. Particles of cartilage or bone may become detached, 
forming loose bodies in the joint—so-called “joint mice.’’ The physiologic 
destruction of cartilage and bone has been outlined by decades by Bennett, 
Waine and Bauer (3). Microscopic pits on the superficial edges of cartilage are 
seen as early as the third decade, progressing to deeper crevices, fissures, thin- 
ning of the layer of cartilage over bone, ulceration, and denuding of bone, until 
by the eighth decade there may be complete absence of articular cartilage cover- 
ing the bone ends. These observers noted that even in the fourth decade more 
ulceration and grooving occurred at the medial femoral condyle and medial 
tibial plateau than on the lateral side. Thus, physiologically, greater wear seems 
to occur medially, enhancing the genu varus deformity. They stated that in 
the fifth decade there was incipient lipping at perichondral margins subjacent 
to attachment of synovial connective tissue. By the seventh decade periarticular 
margins were raised (Fig. 6), and spikes of bone tissue continuous with sub- 
chondral epiphyseal bone extended toward the joint surface. In the ninth and 
tenth decades, marked granular deterioration of cartilage and fraying of menisci, 
exposed hard, polished, epiphyseal bone, at the edge of which was marked lip- 
ping (3). 

Abnormal pressure, associated with local grooving in a flexed-knee position, 
may change the architecture of the bone ends and prevent a return to normal 
alignment at the knee. 

Circulatory impairment, such as that accompanying arteriosclerosis must 
be considered in planning treatment. All the changes occurring at the knee 
cannot be ascribed to arteriosclerosis (6). However, the state of the muscle 
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Fia. 5. Physiologic destruction of cartilage in fifth decade of life. 


masses which move the joint may be altered by arteriosclerosis, which can thereby 
govern the rapidity with which the muscles can be exercised, or the limit to 
which muscle can be restored to a state of improved function. As shown in 
Figure 7, when there is intimal thickening in an artery, scattered areas of degen- 
erating and atrophic muscle fibers may be seen, as well as apparently normal 
muscle fibers, some isolated and some grouped. The proportion of these partially 
degenerated myofibers that can be restored is dependent on the circulation; con- 
versely, peripheral circulation is enhanced by muscle activity. 

Thus, in osteoarthritis the primary patho-physiologic picture is one of chang- 
ing architecture of the joint associated with secondary disturbances, namely, 
genu varus, lateral instability, failure of transmission of quadriceps tension due 
to patellar adhesions, muscle weakness, and impaired peripheral circulation. 
Some of these associated mechanical problems can be treated surgically, non- 
surgically, or by both methods. Conservative, nonsurgical management will 
be outlined here. 


TREATMENT 


General principles of physical treatment have been discussed in the literature 
(1, 7, 8) but in light of the foregoing remarks, specific recommendations for 
treatment are suggested. Surgical and orthopedic procedures may be required 
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FIGuRE 6 


and may well be combined with physical measures. One cannot treat the knee 
without first correcting contractures, malformations and muscle weaknesses 
at the hip, ankle and foot, if such exist. While presenting a case for the knee, 
it is assumed that these other joints have been examined, and have been, or are 
being treated concurrently. 


1. Rest 


Rest to the knee joint may require: 1) bed rest for patients who have severe 
pain, especially when both knees are involved, 2) use of a brace, if symptoms 
are unilateral, moderately severe and lateral instability is marked, and 3) use of 
crutches, if symptoms are mild to moderate. Certain conditions may require a 
combination of the foregoing: 

a. A few days’ rest in bed may be combined with application of heat to the 
thigh, lower leg and knee joint, by means of heat cradle, warm moist packs, 
water tank or diathermy, for twenty minutes four times daily. There should 
be no exercise during the first few days. Once comfort is attained, simple, non- 
weight-bearing, active knee exercises are started, with the patient lying in bed 
or sitting on the edge of the bed. Motion of the joint through as great a range as 
can be tolerated (two or three times only) follows each heat treatment initially. 
When the knees can tolerate simple movements, resistive exercises with 1 pound 
of weight on the foot are substituted. An additional pound of weight is added 
about every third day, if tolerated. 
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Fig. 7. (Above) Degenerating and atrophic muscle fibers surrounding artery with thick- 
ened intima. (Below) High-power view of muscle fibers. 


b. If the knee manifests marked lateral instability and is painful with each 
step, a long leg-brace may be the treatment of choice. If full active knee exten- 
sion is possible, no knee locks are required. The brace may have to conform to 
a malaligned leg in its most correctible position, in which event extra-heavy 
metal must be used in order to support the impact of unfavorable transmission 
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of weight stresses. Frequently application of a brace will relieve immediately 
the pain due to stress on the ligaments. In severe cases the brace will be per- 
manent. In moderate cases in which muscle function can be restored through 
prescribed exercises, the brace may be necessary for only three or six months 
while an exercise program is pursued. 

c. If the knee is mildly to moderately painful during weight-bearing, but 
not grossly misaligned, the simultaneous use of two crutches may give partial 
rest to affected knee joints. Resistive exercise may be instituted at the same 
time. 


2. Organization of daily activities 

The next most important item is the organization of daily activities. Periods 
of sitting should be alternated with periods of walking activities. Stairs should 
be avoided when possible, and time-saving and energy-saving principles should 
be applied. 


3. Correction of skeletal misalignment 


These disturbances may be treated as follows: 

a. Mechanically, e. g., by a long leg-brace as previously described. 

b. Wedging casts or passive stretching (according to clinical judgment) 
should be used for flexor contractures at the knee. 

c. Non-weight-bearing exercises. Development of increased muscle tension 
by strenghthening of the quadriceps, hamstrings and gastrocnemius muscles 
accomplishes five objectives: 1) maintenance of capacity for motion gained 
through stretching of contractures, 2) correction of postural alignment of the 
skeletal system, 3) provision of shock-absorbing action through muscle, especially 
in establishing the heel-toe gait of the normal walking pattern, and in teaching 
the patient to descend stairs on the ball of the foot instead of on the heel, 4) 
substitution for relaxed collateral ligaments, and 5) increase in peripheral 
circulation, thus delaying atrophy of muscle due to malnutrition. 

Exercises are performed with the patient in the sitting position bearing weights 
on the foot, according to the DeLorme technique (9). This tends to expand 
the joint interspace, in contrast to weight-bearing exercises, such as deep knee- 
bends, which grind the irregular articular surfaces together. The presence of 
“joint mice” or other bony exostoses may cause pain, even on non-weight- 
bearing motion, in which case it is usually necessary to abandon the exercise 
program. Exercises may be preceded by a warm-up period accomplished by 
means of some convenient method of applying heat for ten minutes; in some 
instances, heat may both precede and follow the exercise period. Ultrasonic 
therapy may be tried, but in the authcr’s hands has not been effective. 

The technique of these exercises is simple, and can be carried out by a physical 
therapist trained in proper application of progressive resistive exercises to the 
quadriceps, hamstrings and gastrocnemius muscles. Needless to say, exercise 
should be performed slowly, through the full possible range of joint motion, 
and perhaps for only five movements; then come rest, repetition of the five 
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movements, rest, and a third series of five movements. There is no need to make 
the patient uncomfortable by exercising too much at the outset, or at any given 
time. The weights should be increased more slowly in older patients than in 
active, young adults. The patient should be observed for signs of discomfort 
at the joint, for cardiac symptoms, and for claudication. Sometimes ethyl 
chloride sprayed over a particularly painful spot of the knee may relieve the 
pain sufficiently to proceed with exercise. 

It is desirable to continue exercises on a daily basis until the patient can lift 
33 per cent of body weight ten times (4). This has proved to be a good rule-of- 
thumb guide in estimating the extent to which muscle strengthening must be 
carried in order to provide enough tension so that the patient may climb an 
occasional step and be relieved of pain on walking. 

There is a tendency among older patients not to persevere in a long-term 
exercise program. However, in many instances, such exercises will afford sympto- 
matic relief of pain in the knees, even though the degree of muscle strengthening 
achieved may be submaximal. 


SUMMARY 


Common symptoms and signs accompanying osteoarthritis of the knee are 
correlated with patho-physiologic changes which take place about the joint. 
Disturbances secondary to the primary intra-articular degenerative process 
largely account for pain—the chief complaint. Pain may be relieved by resting 
the joint, in association with judicious strengthening of all articular muscles, 
so that their increased tone may provide the tension normally relegated to the 
collateral ligaments. 


Acknowledgment 


The assistance of the Department of Pathology, Western Reserve University School of 
Medicine, in preparation of the microscopic slides is gratefully acknowledged. 


REFERENCES 


1. Kuuns, J. G.: Management of osteoarthritis in the aged, J.A.M.A. 161: 98 (Jan. 10) 
1953. 

. Lowman, E. W.: Osteoarthritis, J.A.M.A. 157: 487 (Feb. 5) 1955. 

3. Bennett, G. A.; Warne, H., anp Bauer, W.: Changes in the Knee Joint at Various 
Ages. New York, Commonwealth Fund, 1942. 

4. Keever, K. C.: Physical treatment of traumatic knee, read at Ohio State Medical Asso- 
ciation meeting, Columbus, Ohio, May 1957. 

5. WEINMANN, J. P., AND Sicuer, H.: Bone and Bones. St. Louis, C. V. Mosby Co., 1947. 

6. Bennett, G. A., AND Bauer, W.: Degenerative changes in joints resulting from con- 
tinued trauma and increasing age, and their relation to hypertrophic arthritis, Am. J. 
Path. 9: 951 (Nov.) 1933. 

7. AnpEeRsOoN, T. P.: Management of degenerative joint disease of the knee, Arch. Phys. 
Med. 36: 154 (March) 1955. 

8. Baker, F.: Physical medicine in treatment of degenerative joint disease, J.A.M.A. 
157: 492 (Feb. 5) 1955. 

9. DeLorme, T L., anp Watkins, A. L.: Progressive Resistive Exercise; Technique and 
Medical Application. New York, Appleton-Century-Crofts, Inc., 1951, pp. 125-138. 


to 


I 
( 


‘ 

= 


OCCUPATIONAL THERAPY FOR GERIATRIC PATIENTS IN A 
MENTAL HOSPITAL: THERAPEUTIC POSSIBILITIES 
AND LIMITATIONS 


KURT WOLFF, M.D.* 


Osawatomie State Hospital, Osawatomie, Kansas 


Occupational therapy for geriatric patients in mental institutions and clinics 
has been prescribed for many years, but usually only for its physical or orthopedic 
benefits. This kind of occupational therapy was directed to the maintenance 
of bodily function in patients with rheumatoid arthritis or hemiplegia, to the 
rehabilitation of patients with fractures, and to improving circulation, function 
of muscles and joints, and coordination in patients with neurologic diseases. 
Today, more attention is given in occupational therapy to psychologic and 
sociologic problems. 

O’Sullivan (1) defines occupational therapy as “‘the treatment under expert 
medical supervision, of mental or physical disease, by means of suitable occupa- 
tion, whether mental, physical, social or recreational.’ G. S. and J. W. Fidler 
(2), however, express a more psychologic point of view; psychiatric occupational 
therapy for them is ‘“‘a set form of psychiatric treatment which uses constructive 
activity as a modus operandi.” The usefulness of occupational therapy for the 
treatment of emotional disturbances has been stressed by many psychiatrists. 
Menninger (3) believes that hobbies and recreational and occupational therapy 
are indicated to release tension, to compensate for real or fancied inadequacies, 
to decrease feelings of inferiority and to furnish outlets for restlessness and 
hostility. The Fidlers (2) recommend occupational therapy: 1) to help the 
physician to make a diagnosis and to evaluate the personality of a psychiatric 
patient, 2) to improve interpersonal relationships between the therapist and 
the patient, 3) to provide an opportunity for the patient to express and sub- 
limate his emotional needs and drives, and 4) to explore the skills and capacities 
of the patient, to give him a social-economic goal, and to promote group identi- 
fication. 

The application of occupational therapy to geriatric patients in a mental 
institution has not been exploited sufficiently. Collins and Mort (4) in a recent 
paper studied its special use and found the following problems: 

1. Frequent occurrence of multiple disability. 

A slow rate of learning. 
. Long periods of unnecessary bedfastness and inactivity before admission. 
. The feeling of loneliness and being unwanted. 
. The feeling of insecurity resulting from loss of home surroundings. 
6. Loss of self-respect and usefulness. 
7. A lowering of standards including those of: 
a. Mental activity 
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b. Cleanliness 
ec. Sociability. 

These authors think that geriatric patients should be helped to become 
interested in the hospital surroundings and to meet their contemporaries, should 
be given opportunities to help others, and should perform activities and tasks 
familiar to them and within their powers. 


MIXING OF THE SEXES 


Oberndorf (5) in 1932 expressed the idea that a group of patients of mixed 
sex had a distinct advantage over one consisting of a single sex. Oberndorf 
opposed segregation of the sexes in recreation or in work, ‘‘the object being to 
offer the members of both sexes opportunity, no matter how tenuous, for mutual 
direct emotional expression.” 

Our experiences with geriatric patients confirm the importance of a mixed 
group of males and females in occupational therapy. They will form attach- 
ments by visiting each other while working on their projects and this tends to 
improve their personal habits. Sometimes such a close relationship conduces to 
marriage of an elderly couple after the end of the hospitalization and helps to 
form a motivation to leave the hospital. (Geriatric patients frequently fear to 
leave.) The couples who work together in occupational therapy usually take a 
greater interest in recreational and outdoor activities and the relationship be- 
tween them helps their adjustment to the hospital remarkably. 


PREFERRED FORMS OF OCCUPATIONAL THERAPY 


At Osawatomie State Hospital the specific use of occupational therapy for 
geriatric patients has been studied intensively for a couple of years and has 
brought us to the following conclusions: The preferred occupational therapy 
for men was woodwork such as making waste baskets, doll furniture, magazine 
tables or end-tables. The men also liked to weave, knit, and make plastic- 
laced link belts, whereas the women preferred mending, crocheting, embroidery, 
piecing quilts, making doll clothes and sewing carpet strips. Both men and women 
enjoyed gardening. The men did the heavy digging and cleaned the space for 
flowers, the women planted the seed and took care of the ground. Both were 
happy going out on the grounds and picking a bouquet. 


OBJECTIVES OF OCCUPATIONAL THERAPY 


Our goal with occupational therapy in the geriatric group was essentially 
the same as with any other group of patients. We wanted them to gain self- 
esteem, become more self-confident, develop friendships and learn to control 
their aggressive drives. 

For increasing their self-esteem, we encouraged them to join a group and to 
start a simple project. We continued to encourage them for a long time in order 
to show them that we were interested. Crafts used for this purpose included 
wood burning, making waffle-weave mats, jersey-loop potholders, and simple 
easily-completed wood projects such as door stops, tie racks and small foot- 
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stools. As soon as they were ready to try more difficult projects, the women 
began braid weaving on the upright loom, crocheting, or making doll clothes. 
The men went on to more advanced wood working which included doll furniture, 
small tables, sawing, waste-paper baskets, or fence pickets which were put 
together. 

To improve social life, we let the men make doll beds whereas the women 
made mattresses, sheets, pillows and pillow cases. In the work they talked and 
asked questions of one another concerning the project. No one worked alone. 
The same result was achieved with the men and women working together on 
waffle-weave mats. 

For a better outlet of aggressivity, we used clay work, sawing wood, nailing 
the parts together, and some mending. Tearing of rags also seemed to be useful. 

In the geriatric group we were specially concerned with improving the patient’s 
orientation, memory and concentration. 

To promote better orientation, it was found advisable to have patients help 
another person with a project, so they could get acquainted with the group. 
They found it was not hard to work on a project with another person helping or 
giving encouragement. When they were used to the group, they started to think 
of projects of their own choice. 

To improve memory, it was helpful to let the patients perform simple, repeti- 
tive processes which required the same step over and over. 

To gain concentration, the project had to be one requiring full attention. We 
used the making of a plastic belt with one patient who wanted to do everything 
and could not concentrate well. He kept saying “I can’t do it.” After he stopped 
looking at the work of others and started the belt, he mastered the project and 
worked all day at it. Cord-knotting was tried too, but without much success. 

Mentally deficient patients were less suitable for occupational therapy, be- 
cause their attention span was very short. Hebephrenic patients, too, found it 
hard to follow the simplest directions. 


MANAGEMENT 


Geriatric patients seldom became disturbed in occupational therapy. Most 
of them became less restless and more interested in their surroundings than 
before. They felt they were being useful and did not need to sit around all day 
and let the rest of the world pass them by. This was particularly true if the pro- 
ject they were working on was carefully chosen for them. 

In order to prevent geriatric patients from getting disturbed in occupational 
therapy, the length of the sessions was only as long as the majority of the group 
wanted to participate. Patients with short attention spans were encouraged to 
continue for a little longer than they wished. The physically ill patients could 
not participate for a long period of time but, when interest was shown in them, 
they responded more and more each day. The age of the patients was not as 
great a handicap as the degree of physical disability. The ones who were in the 
70-80 year age group could be very active when they were physically able. The 
women seemed to tire more quickly than most of the men.Furthermore it was 


: 


1022 KURT WOLFF Vol. V 


of great importance that occupational therapy for geriatric patients should 
not consist of work that was too minute or fine. When planning projects for 
elderly patients we considered the individual’s eyesight, physical handicaps, 
and intelligence. They were slow in their movements and could not do things as 
neatly as they wished. They needed praise and encouragement. 

The occupational therapy and physical therapy departme..ts collaborated 
for maximum benefit to geriatric patients. In occupational therapy we gave 
the patients a project in which they could exercise a leg or an arm without too 
much effort. For example, a patient with a broken hip was afraid to put his 
weight on his leg. He was put to work on a large floor-loom where he had to 
put his full weight on the treadle, and soon he found he could put his weight on 
his leg. A patient needing to strengthen the muscles in either hand was put to 
work with plastic clay. 

Occupational therapy for elderly patients was supplemented by a well balanced 
recreational program to extend the benefits of the friendships made at work and 
to combat the return to lonely idleness after the occupational period was finished. 
Projects of the two departments were often being carried out cooperatively, 
such as making tree decorations for a Christmas party or making checkers and 
other equipment for games used in recreation. 

A lasting and remarkable success for geriatric patients through occupational 
therapy was not easy to achieve. The chronically ill patients took a longer period 
of time to respond to treatment because they had lost interest in their surround- 
ings and often felt sorry for themselves. Their projects were very simple at 
first. Acutely ill patients responded more quickly to treatment once they were 
induced to start it, because their interest had not been interrupted for very long. 
They were usually more active than others and wanted to participate in a group. 

The following case history might help to illustrate how a confused, disoriented 
and hostile geriatric patient can be helped by skillful application of occupational 
therapy: 


A 79-year-old retired farmer was admitted to Osawatomie State Hospital. The reason 
for his admittance was that he wandered away from his home in the daytime, got lost on 
the streets, and could not find his way back. He talked incoherently, became confused, was 
completely out of contact with his surroundings, was disoriented in all three spheres, and 
became agitated at times. When placed in a nursing home, he was aggressive toward other 
inmates in the home, and suffered from temper tantrums during which he destroyed fur- 
niture, tore bed sheets and his own clothing. He was taken to jail, where he was put in 
restraint because of his destructive tendencies. From jail he was finally transferred to the 
hospital for treatment. 

At the hospital he was given chlorpromazine (Thorazine) for several weeks, and became 
quieter. His temper tantrums subsided. Still completely out of contact with his surround- 
ings, he talked in a rambling, confused and threatening manner to the aides. He was taken 
out of his room to get acquainted with the occupational therapy group of about 20 male 
and 20 female patients. At the beginning he refused to do any kind of work, threw wooden 
projects of other patients on the floor and ran away from the occupational therapy room. 

The psychiatrist approached him daily, talked to him in very simple words about the 
occupational therapy tools and what could be done with them, encouraging him to try them 
for about ten days. Again he refused and talked in a threatening way. Then one day he 
watched with some interest the work which one of the women was doing, and said that she 
reminded him of his sister. The occupational therapy worker became attentive and let 
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both :hese patients sit together. After two more days, the patient volunteered to help to 
put some nails into a doll bed. The two patients finally started to get better acquainted 
and talked about their brothers and sisters. The next day, the patient wanted to help paint 
the doll bed. He was unable, however, to handle the brushes. So the occupational therapist 
helped him in a friendly, encouraging way. When he finished the painting, the psychiatrist 
came and praised his work. The next day the patient smiled for the first time and, while 
continuing with his painting job, said some coherent words to the other patient and to the 
occupational therapist. The next day he asked to make a doll bed by himself, for which 
he had to cut the wood with a saw and put the pieces together. The occupational therapist, 
anxious about giving the patient a saw and concerned about what he might do with it, 
asked the psychiatrist for advice. The psychiatrist agreed to the patient’s wish, but he 
and the occupational therapist watched carefully how the patient handled the tools. The 
patient did a perfect job and became more and more confident and talkative. His talk was 
less confused, he was friendlier, and asked for more difficult jobs. He was given a wooden 
sled project, and he made the sled and painted it, always together with the female patient. 
He did an excellent job and was praised for it. 

At the present time, this patient is oriented to time and place, talks coherently, and is 
in better contact with his surroundings. He is friendly and cooperative, takes part in all 
activities on the ward, likes to dance with “his sister’’ and shows much enjoyment in folk 
dances. He participates in bingo games and offered his sled as a gift to the psychiatrist, 
with whom he talks now about his interest in farming and in carpentry. He realizes that 
he will not be able to do much farm work any more, but considers doing carpenter work at 
home to earn some money so that ‘‘my family might be proud of me and I will not be con- 
sidered useless and too old to do anything anymore.’’ Furthermore he said that “if my wife 
does not know how many things I can do, I will take my sister home with me, and we will 
have a good time together.”’ 

After seven months of hospitalization, this patient is considered now for group psycho- 
therapy under the supervision of the psychiatrist, where he will be able to talk about his 
grievances in regard to his wife and his children. Besides he will get support and under- 
standing from the other members of the group, which will increase his self-esteem. 


This patient, who seemed to be on arrival at the hospital a hopeless case, 
will soon be considered for release. 


SUMMARY 


Occupational therapy, known as an important form of treatment for psy- 
chiatric patients generally, has not yet been exploited to its maximum effective- 
ness in mental institutions for geriatric patients, because of lack of knowledge 
of the psychologic factors involved and of the special techniques to be applied. 

It has been found in a special study at Osawatomie State Hospital that 
occupational therapy for geriatric patients is best conducted with a group 
composed of both sexes rather than with a group composed of a single sex. For 
the geriatric patient, occupational therapy can be a useful method of treatment 
when the psychiatrist and the occupational therapist make a common effort 
in its application, based on an understanding of the dynamics involved. 

Collaboration of the occupational therapy, physical therapy and recreation 
departments to develop a combined and comprehensive program is especially 
important for geriatric patients. This requires the direction of a psychiatrist. 

A case history is presented which illustrates how a confused, disoriented and 
hostile geriatric patient can be helped by skillful application of occupational 
therapy. 
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ENTOPTISCHE ERSCHEINUNGEN BEI DIGITALISBEHANDLUNG (ENTOPIC PHENOMENA 
DURING DIGITALIS THERAPY). 

Bachmann, M. Miinchen. med. Wchnschr. 99: 146, 1957; through Ciba Litera- 
ture Review 2: 100 (Apr.) 1957. 


The increase in the therapeutic use of digitalis preparations has been accompanied by 
a rise in the incidence of cases of digitalis poisoning. The side-effects of digitalis, which 
may occur even when normal doses are given, are not confined to the heart. The extra- 
cardial reactions provoked by the drug are also of practical importance, especially because 
they appear early. The first signs of incipient digitalis poisoning—apparent even before 
vomiting, atrioventricular damage, or Wenckebach periods commence—are frequently 
visual disturbances. The patients notice in their field of vision numerous little stars which 
may look like deep blue cornflowers or yellowish-violet rosettes. In addition, fairly bright 
objects such as faces or hands are perceived as being distinctly grey (‘‘corpse-like’’ faces). 
It may also happen that red objects are first taken to be brown, and then grey. A disturb 
ance in the perception of red may be followed by a change in the perception of green. This 
color, too, is then seen as grey. Acuity of vision is not impaired at first. Only after an object 
has been stared at for some time will its contours possibly become a little blurred. These 
entoptic phenomena usually disappear on discontinuation of digitalis therapy. 


PRELIMINARY REPORT ON LONG TERM TREATMENT OF CARDIOSCLEROSIS WIiH 
DICUMAROL. 

Bengstsen, K. K., and Aspenstrém, G. Acta med. scandinav. 157: 217 (Fasc. 3) 
1957. 


A follow-up study of 82 patients with angina pectoris or myocardial infarction shows 
that long-term anticoagulant therapy can be carried out without too great disadvantages 
to the patients and with relatively few and harmless complications. The patient group 
comprised 60 males and 22 females of average age 60 years. Twenty-five had angina pectoris 
without a recent infarction, and 57 had a myocardial infarction. The numbers of good- 
risk and poor-risk cases among the latter group were approximately equal. Dicumarol was 
used in all patients. Blood coagulability was controlled by the prothrombin-proconvertin 
niethod with an attempt to keep the value below 35 per cent. The minimum treatment time 
for any patient reported was six months. Treatment is continuing in 62 patients who have 
been treated for an average of 14.5 months (from 6 to 52 months). Twelve patients who dis- 
continued treatment were followed for various lengths of time. Four of these had throm- 
botic complications and 1 died from a cerebral embolism. The sudden withdrawal of the 
drug is thought to have induced some of these complications. In contrast, no thrombo- 
embolic complications occurred in the 62 patients still receiving treatment. Eight patients 
died during treatment. The mortality rate due to cardiac disease during the first year of 
treatment was 9.8 per cent, and during the second and third years 7 per cent. The mortality 
rate in the poor-risk group was five times greater than that in good-risk group. The effect 
on angina pectoris was determined by interrogating the patients, the shortcomings of this 
method being recognized. Among 72 patients with angina, 45 felt better, 26 remained un- 
changed, and 1 seemed to be worse. Anticoagulant treatment seemed to improve the prog- 
nosis. One death but no myocardial infarction occurred among the 25 patients with angina 
alone. Hemorrhagic complications during treatment of the 62 patients were the following: 
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transient hematuria, 3 cases; hematemesis due to accidental overdosage, 1 case; and melena 
caused by carcinoma of the stomach, 1 case. No fatality could be ascribed to anticoagulant 
therapy. Problems associated with the selection of patients for prolonged anticoagulant 
therapy are discussed. 


SURGICAL TREATMENT OF CORONARY ARTERY DISEASE: MEDICAL MANAGEMENT 
AND EVALUATION OF RESULTS. 
Brofman, B. L. Dis. Chest 31: 253 (March) 1957. 


Surgery offers a safe and effective means of providing the patient having coronary artery 
disease with a more adequate distribution of arterial blood supply to the heart. The low 
operative mortality justified its use in many persons with coronary disease and particularly 
in patients with early disease, that is, before extensive myocardial damage has occurred. 
Operation need not be withheld until the patient has had a myocardial infarction. It also 
can be performed after several episodes of myocardial infarction but will be of little bene- 
fit after the heart has commenced to dilate. Acute myocardial infarction, or the suspicion 
of impending infarction, precludes operation for several months. Neither should operation 
be undertaken in younger patients with rapidly progressive symptoms, particularly if 
there has been no previous infarction. Severe hypertension and conditions that in them- 
selves limit life expectancy contraindicate surgery. Cardiac enlargement and evidence of 
congestive heart failure constitute relative contraindications. Preoperative study should 
establish the diagnosis and rule out contraindications, but should not involve extensive 
and unnecessary diagnostic procedures. Anxiety and apprehension have a specific dele- 
terious effect. It is wise to perform the operation without a long preoperative hospital 
stay. Observations on 500 patients form the basis for this evaluation of surgical treatment 
of coronary artery disease. The Beck I operation has been performed on 225 patients. In 
this series, all patients were completely digitalized prior to surgery; digitalis was found to 
decrease myocardial irritability during operation. Digitalization was continued until dis- 
charge from the hospital and longer, in patients with cardiac enlargement and extensive 
damage. Management during operation is described. It includes electrocardiographic 
monitoring, rest periods, the use of a mechanical respirator, avoidance of routine use of 
antifibrillatory drugs, the use of atropine when necessary to prevent potentially dangerous 
slowing of the heart, a gentle vasopressor if hypotension persists, and examination of the 
heart for correlation of findings with clinical impressions. The operative mortality among 
the 225 patients operated on was less than 5 per cent (2 deaths at operation, and 9 relatively 
soon postoperatively). A series of 100 consecutive operations was performed without a 
death. Among these, 30 were salvage cases but in all patients the symptoms had become 
stable prior to operation. Improvement in symptoms took place in approximately 25 per 
cent of the patients almost immediately after operation. In the majority, there was pro- 
gressive improvement for one to six months postoperatively. In the long-term follow-up 
of the first 100 patients alive at this time, it was found that 12 had had one or more bouts 
of severe precordial pain associated with transient T-wave changes in the electrocardio- 
gram; 3 who had evidence of transmural myocardial infarction recovered and returned to 
work without becoming worse; but in 10 per cent of this group of patients there was no 
improvement. Some of these had complications such as severe narcotic addiction, psychoses, 
or cardiovascular accident. Long-term follow-up of 137 consecutive patients, discharged 
over a period of six months to five years previously, showed a mortality rate of 13.1 per 
cent. Compared with an expected rate of 30 per cent without operation, this represents a 
significant increase in longevity for patients who were treated surgically. Among the 100 
who were alive and could be evaluated over a six-month to five-year period, 90 per cent 
symptomatically had an excellent result and were able to do full-time or part-time work 
with little or no limitation. 
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HY! ERNATRAEMIA IN DIABETES MELLITUS. 
deCraeff, J., and Lips, J. B. Acta med. scandinav. 157: 71 (Fase. 1) 1957. 


Hypernatremia and hyperchloremia in uncontrolled diabetes mellitus may sometimes 
be thought to result from treatment with intravenous saline but can exist before treat- 
ment. Two cases are presented, in one of which acidosis was slight and in the other lacking. 
Hypernatremia and hyperchloremia with extracellular hypertonicity and severe cellular 
dehydration dominated the clinical picture of imminent diabetic coma. Both patients 
recovered following treatment with large quantities of water. The pathogenesis suggested 
for the condition is the following: (a) osmotic glycemic diuresis with loss of water result - 
ing in extracellular hypertonicity; (b) lack of thirst, preventing the compensation of the 
water loss; and (c) retention of sodium chloride by the kidneys due to relative peripheral 
circulatory failure of the heart caused by a reduction of the circulating blood volume. The 
lack of thirst can be ascribed to mental cloudiness, so that this syndrome is likely to be 
seen in elderly patients. 


UN ESTER DE LA PREDNISOLONE PARTICULIEREMENT ACTIF PAR VOIE LOCALE 
(AN ESTER OF PREDNISOLONE PARTICULARLY ACTIVE LOCALLY). 

Desaulles, P. A., and Meier, R. Schweiz. med. Wehnschr. 87: 269, 1957; through 
Ciba Literature Review 2: 105 (April) 1957. 


Prednisone—and prednisolone to a certain extent—has only limited usefulness in the 
local treatment of inflammation. However, prednisolone trimethylacetate (Ultracortenol) 
exerts a potent local anti-inflammatory effect. The action of Ultracortenol, prednisone, 
prednisolone, cortisone acetate, hydrocortisone acetate, and 9-alpha-fluorohydrocortisone 
on the development of foreign-body granuloma was studied. Not only was the inhibition 
of the mesenchymal reaction taken into account, but also the influence exerted on water 
and mineral metabolism. The foreign body used was cotton impregnated with hormone. 
In addition to this local application, the effect of the hormones following intramuscular 
injection was studied. When the hormones were administered locally in equal quantities 
by weight, the anti-inflammatory action of Ultracortenol was substantially more pro- 
nounced than that of the other hormones. Its effect was largely limited to the site of appli- 
cation, whereas the other glucocorticoids also exerted to some extent a general influence 
on the organism. Thus, a particular dose of Ultracortenol changed the water and mineral 
balance considerably less than did the other glucocorticoids applied in quantities having 
the same anti-inflammatory effect. Its distinctly local effect, its activity even in relatively 
small doses, and the almost complete absence of metabolic changes provide evidence that 
Ultracortenol possesses potent local anti-inflammatory action. 


EIN ELEKTRISCHER SCHRITTMACHER ZUR BEHANDLUNG DES HERZSTILLSTANDES 
BEI ERHALTENER KONTRAKTIONSFAHIGKEIT (AN ELECTRIC PACEMAKER FOR 
THE TREATMENT OF CARDIAC ARREST WITH RETAINED CONTRACTABILITY). 

Dittmar, A.; Friese, G., and Nusser, E. Arch. Kreislaufforsch. 25: 242, 1957; 
through Ciba Literature Review 2: 99 (April) 1957. 


If the heart stops beating but retains its contractility, an electric pacemaker should be 
applied in order to reanimate it. The primary indication for the use of this apparatus is 
cardiac arrest during Adams-Stokes disease when, as the result of a disorder affecting the 
myocardium and, in particular, the impulse conduction system, the automaticity of the 
heart is temporarily or permanently disrupted. The electric pacemaker may also be ex- 
pected to yield good results in cases of cardiac arrest due to electric shock, digitalis poison- 
ing, or various interventions (‘“‘reflex’’ cardiac arrest). On the other hand, the apparatus 
is ineffective in cases of ventricular fibrillation or when the heart has lost its ability to 
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contract. The authors used an apparatus which emits rectangular impulses of 8 millisee- 
onds* duration at an adjustable frequency between 30 and 100 per minute The voltage is 
also adjustable and should be increased until the heart follows the pacemaker. One of the 
two electrodes is applied to the pericardium by introducing it into the fourth intercostal 
space with the aid of a trocar. The other is embedded in the skin of the patient’s back at 
a point approximately level with the apex of the heart. The electrodes can be applied 
quickly with a little practice, and may be left in place for several days. In one case, stimu- 
lation with the pacemaker was continued without interruption for ninety hours before a 


successful response was elicited. No untoward effects due to this electric stimulation of 
the heart were observed. 


CORTISON UND DIGITALIS (CORTISONE AND DIGITALIS). 


Fleischhacker, H. Wien. klin. Wehnschr. 68: 989, 1956; through Ciba Litera- 
ture Review 2: 102 (April) 1957. 


In therapeutic doses, cardiac glycosides ensure better utilization of chemical energy, 
increase the lowered glycogen content of the myocardium, and reduce the lactic acid con- 
centration. In toxic doses, they have the opposite effect and the oxidative processes, the 
function of which is to supply energy, give way to anaerobic processes. When the cardio- 
vascular system is overtaxed, the adrenal cortex first undergoes hypertrophy and later 
atrophy. In such cases, which often no longer respond to cardiac glycosides, small doses 
of cortisone have proved effective. The cardiodynamic and metabolic effect of cortisone is 
similar to that produced by digitalis in therapeutic doses, that is, the formation of glycogen 
from lactic acid is promoted and myocardial metabolism, which is operating at a reduced 
rate, is switched back to oxidative processes. Cardiac patients, whose condition can no 
longer be improved by digitalis alone, may derive benefit from prior or simultaneous ad- 
ministration of cortisone. The hormone is also eminently suitable for the treatment of 
patients who have become hypersensitive to digitalis. In cases of fresh myocardial infare- 
tion accompanied by complete circulatory collapse and failure of adrenocortical function, 
the administration of cortisone (say, 100 mg. daily) can induce a decisive turn for the better. 


THYROTOXICOSIS AND MYOCARDIAL INFARCTION. 


Grytting, G., and Salvesen, H. A. Acta med. Scandinav. 157: 169 (Fasc. 3) 
1957. 


The records over a 20-year period of 521 patients (426 women and 95 men, of average 
age 54 years) with thyrotoxicosis were examined to determine the incidence of myocardial 
infarction among them. The survey was based on the thesis that in thyrotoxicosis, a con- 
dition in which a subnormal serum cholesterol level is characteristic, there would be a 
lower incidence of coronary sclerosis and myocardial infarction than in the general popula- 
tion of the same age groups. Only 1 instance of coronary infarction was found, and in this 
patient coronary disease had been present before the development of thyrotoxicosis. The 
average serum cholesterol value in these 521 patients was significantly lower than in nor- 
mal individuals in the same age groups. Examination at necropsy in 15 patients showed 
only moderate atherosclerosis or only traces in patients with a long history of thyrotoxi- 


cosis. The findings reported suggest that thyrotoxicosis may afford some protection against 
coronary sclerosis. 


PERMANENT RELIEF OF TIC DOULOUREUX BY GASSERIAN INJECTION OF HOT WATER. 
Jaeger, R. A.M.A. Arch. Neurol. & Psychiat. T7: 1 (Jan.) 1957. 


A technic for destruction of Gasserian ganglion cells by injecting boiling water is de- 
scribed. The injection is performed under light thiopental sodium anesthesia. The needle 
is positioned by the use of x-rays. The extent and degree of analgesia or hypalgesia can be 
determined by the involuntary muscular response of the patient’s face to pinprick over 
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the painful area. Hypalgesia of the painful area seems to be all that is required to stop 
pain in most instances. The amount of water used per injection should not exceed 0.5 ce. 
initially if cerebrospinal fluid is obtained. By increasing the amount by 0.5 cc. each time, 
as much as 2 ce. at a single injection may be required to produce the desired result. The 
total amount at a single injection should not exceed 2.5 cc. This procedure was effective 
in stopping the pain of tic douloureux in 96 of 100 patients. Two required reinjection sev- 
eral months later because of extension of pain to an area not previously involved. Four 
patients obtained no relief and required operation. There were no serious complications 
or postinjection shock, no facial paralysis or weakness, and no corneal ulcer nor corneal 
complications. Three patients had facial herpes that healed in less than three weeks. Extra- 
ocular weakness occurred in 5 patients and lasted for three to five months, until cranial 
nerves regenerated. In every patient the muscles of mastication were partially or com- 
pletely paralyzed. Full chewing strength returned in three or four months. This painless 
method appears to offer a permanent cure for tic douloureux. If pain should extend to parts 
of the face not formerly affected, another injection can be performed with no greater risk 
or pain than the first. The method has the advantage of avoiding a major brain operation. 
Its performance, however, requires the skill of a neurosurgeon. 


THE SIGNIFICANCE OF PANCREATIC CALCIFICATION. 
Kelley, M. L.; Squire, L. F.; Boynton, L. C., and Logan, V. W. New York J. 
Med. 57: 721 (Feb. 15) 1957. 


A group of 31 patients is presented who had varying degrees of pancreatic calcification, 
found by x-ray examination and confirmed by autopsy in 6. Abdominal pain, representing 
attacks of pancreatitis, was present in 17. This group had the highest incidence of pan- 
creatic dysfunction, as indicated by diabetes mellitus, steatorrhea, and impaired absorp- 
tion of vitamin A. Of the remaining 14 patients, 6 had minor abdominal symptoms possibly 
related to pancreatitis, and 4 had no gastro-intestinal complaints. In 4, the pancreatic 
element of pain could not be clearly evaluated because of coexisting gallbladder disease 
or peptic ulcer. The degree and extent of calcific deposits in the pancreas were related to 
the degree of pancreatic dysfunction but not to the severity of abdominal distress. Serum 
amylase determinations were of little help in indicating pancreatic disease, probably be- 
cause of destruction of so much of the acinar tissue of the gland. A decrease in the frequency 
and severity of abdominal pain occurred in several patients following the appearance of 
calcification, reflecting a ‘“‘burning out’’ of the inflammatory process. Medical therapy is 
briefly discussed. In those patients subjected to surgery, benefit was derived from biliary- 
tract decompression and cholecystectomy, splanchnicectomy, and pancreatolithotomy. 
The major complications were diabetes mellitus, steatorrhea, gastro-intestinal hemorrhage, 
peptic ulcer, tuberculosis, and inflammatory mass in the head of the pancreas. Six of the 
patients died—2 from tuberculosis, 2 from massive hemorrhage, | from hepatic coma, and 
1 from subdiaphragmatie abscess after cholecystectomy. Calcification of the pancreas is 
of significance only when it gives rise to pain or is accompanied by pancreatic insufficiency. 
(From authors’ summary.) 


SOME EEG FINDINGS IN OLD AGE AND THEIR RELATIONSHIP TO AFFECTIVE DIS- 


ORDER. 
Maggs, R., and Turton, E. C. J. Ment. Sc. 102: 812 (Oct.) 1956; through 
Digest. Neurol. & Psychiat. 25: 140 (March) 1957. 


Electroencephalographic studies were made in two groups of subjects aged 60 years or 
more—82 persons living independently of sustained medical help and showing ‘‘social in- 
tegration,’’ and 96 depressed patients. The 82 control subjects were appraised by psychiatric 
assessments, clinical memory tests, fundus and dise examinations, blood pressure estima- 
tions, and electroencephalography. Information was obtained as to their medical histories, 
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social circumstances, and state of sight and hearing. The depressed patients included 47 
who had had their first attack before the age of 60 (early-onset group) and 49 who had 
shown their first depression after the age of 60 (late-onset group). No patient was included 
who had signs of organic brain damage or factors in the history that might lead to brain 
damage. The two depressed groups differed little in clinical details and outcome of illness. 
Normal and borderline EEG records were evenly distributed between the groups. The 
patients with depression of late onset had the highest proportion of truly abnormal records, 
but this proportion was not significantly high when compared with that in the control 
group. It was barely significant at the 5 per cent level when compared with that in the 
group with depressions of early onset. The three groups were then divided according to 
age. There was no evidence that increasing age is a significant factor in the production of 
EEG abnormality. Moreover, there was no indication that a raised diastolic or systolic 
blood pressure could be related to EEG abnormality. There was no relationship between 
improvement in the depressive state and EEG normality or abnormality. It appears that 
the EEG abnormalities found are the changes of a genuine aging process rather than char- 
acteristic of any specific disease. Photic stimulation evoked abnormalities that could be 
considered epileptic in 7 patients in the control group and in 11 of the depressive group. 
These results probably do not indicate any increased susceptibility to clinical epilepsy 
in either group, but they do underline the questionable significance of this method of diag- 
nosis unless substantiated by further abnormal findings. The authors postulate that the 
observed EEG abnormalities represent a phenomenon of aging and are not causally related 
to either an involutional depression or an early organic dementia. Thus, persons suffering 
from depression in the senium may or may not have abnormal electroencephalograms, 
irrespective of the prognosis. Similar abnormal records will be found in a considerable 
proportion of apparently socially well-adjusted elderly persons showing no organic deficit. 
It is suggested that most of the EEG changes in old age are related to changes in cerebral 
circulation and are perhaps symptomatic of a disorder of function (often slight) rather 
than of any irrevocable disruption of brain tissue. 


TREATMENT OF THE AMBULATORY PATIENT WITH HYPERTENSION. 
Moyer, J. H. GP 15: 109 (Feb.) 1957. 


This essay deals with the management of hypertension that cannot be treated by specific 
measures other than reduction in blood pressure. Moyer believes that the cause of hyper- 
tensive vascular disease is abnormal function of the autonomic nervous system. General 
measures of treatment considered are psychotherapy, diet, avoidance of tobacco, rest, 
and sedation. Under drug therapy of hypertension are considered the effects of blood- 
pressure reduction on mortality, morbidity, and vascular deterioration. The data presented 
show an increase in survival rate of treated patients with malignant hypertension as com- 
pared with untreated patients. Other observations indicate that both objective and sub- 
jective manifestations are greatly improved by antihypertensive therapy. Charts show the 
arrest by antihypertensive drugs of reduction in glomerular filtration rate and renal blood 
flow associated with malignant hypertension. The rapid improvement in retinal vascular 
pathologic lesions following effective control of hypertension is cited. The pharmacody- 
namics of antihypertensive drugs are reviewed. Numerous drugs effectively block the out- 
flow of vasoconstrictor impulses over the sympathetic nervous system. According to the 
site of blockade, these agents are centrally acting (rauwolfia compounds, hydralazine, 
and veratrum compounds), ganglionic-blocking (hexamethonium, pentolinium, chlori- 
sondamine, mecamylamine), and adrenergic-blocking (phenoxybenzamine). Rauwolfia 
compounds are the most useful. They lower blood pressure and may advantageously be 
used preceding ganglionic-blocking agents. When they are given concomitantly with gan- 
glionic-blocking agents, the dose requirement of the latter may be reduced, and fewer 
side-effects occur. Rauwolfia compounds are far more potent parenterally than orally. In 
patients with severe hypertensive vascular disease, rauwolfia compounds orally do not 
suffice and must be combined with ganglionic-blocking agents. Ganglionic-blocking agents 
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are the most useful drugs. for the treatment of severe and malignant hypertension in am- 
bulatory patients. Of these, mecamylamine is the most potent. As it is absorbed from the 
gastro-intestinal tract almost completely, the oral and parenteral doses are the same. The 
plan for therapeutic use of antihypertensive drugs, after a base line in the blood pressure 
levels has been established, should commence with a rauwolfia preparation alone for one 
to three months in all patients except those with severe rapidly progressive hypertension. 
About 50 per cent of milder cases may be expected to respond with a satisfactory reduction 
in blood pressure. Fewer severe cases will show a satisfactory reduction. Rauwolfia then 
becomes the basic drug upon which may be superimposed adjunctive therapeutic agents. 
Rauwolfia preparations produce few serious side-effects and rarely produce an excessive 
reduction in blood pressure, so that they may safely be used in the presence of cardiac, 
renal, and cerebrovascular complications. The other benefits derived from rauwolfia and 
the side-effects of these drugs are discussed. The most serious side-effect is an agitated 
depressive reaction which requires that the drug be discontinued. All rauwolfia prepara- 
tions have a slow onset of action. The usual starting dose is 1 mg. of reserpine, 4 mg. of alser- 
oxylon, or 250 mg. of whole root. Hydralazine may be used in combination with rauwolfia 
in patients with mild to moderate blood pressure elevation who have responded inade- 
quately to the former alone. Hydralazine should not be used alone, because the incidence 
and severity of side-effects are intolerable. Hydralazine should be employed initially in 
small doses and the maximum dosage should not exceed 600 mg. daily. The combination of 
rauwolfia and hydralazine is particularly useful in patients with hypertension associated 
with significant renal disease, who are not responsive to rauwolfia alone. Rauwolfia plus a 
ganglionic-blocking agent is the most potent combination for outpatient use and is indi- 
cated in patients with moderately severe or severe disease. Rauwolfia plus mecamylamine 
is the preferred combination. The discussion of the use of ganglionic-blocking agents deals 
with the dose titration necessary with these substances. Variations in environmental stress 
will cause nervous impulses to break through the ganglionic blockade with a subsequent 
rise in blood pressure. Therefore, increased doses are required during anticipated periods 
of stress. Constipation can be a serious drawback to the use of a ganglionic-blocking agent. 
Cathartics and cholinergic agents should be used freely. The blood urea nitrogen determi- 
nation is the most valuable aid in determining the degree to which blood pressure reduction 
can be tolerated safely by the patient with renal disease. A patient with primary renal 
disease may benefit from blood pressure control if severe hypertension becomes an impor- 
tant component of his disease. Patients with heart failure usually improve after effective 
reduction of blood pressure, especially with the use of ganglionic-blocking agents. After 
effective control, patients who have become resistant to digitalis and diuretics may again 
respond to these drugs. Approximately two-thirds of patients with angina secondary to 
hypertension improve or are relieved of their angina when treated with a combination of 
rauwolfia with ganglionic-blocking agents. Cerebrovascular disease does not contraindicate 
the use of an antihypertensive agent but caution should be exercised not to reduce the 
blood pressure excessively, as cerebral ischemia and insufficiency then become a potential 
hazard. Cardiovascular accidents that have occurred during antihypertensive therapy 
have usually been preceded by a sudden rise in blood pressure, due to break-through of the 
blood pressure regulation. Hypertension in the elderly patient should be treated just as 
in the younger patient, and approximately the same response can be expected. It is usually 
not possible to effect blood pressure reduction in patients with systolic hypertension with- 
out a concomitant rise in diastolic pressure, although symptomatic improvement can be 
obtained with the use of milder antihypertensive agents. In approximately 80 to 95 per 
cent of patients treated with rauwolfia in combination with a ganglionic-blocking agent 
there will be a significant reduction in blood pressure. Probably the most consistent results 
are obtained with rauwolfia in combination with mecamylamine. The side-effects are simi- 
lar with the various combinations regardless of the ganglionic-blocking agent used, and 
the severity is approximately the same. Agitated depression caused by rauwolfia demands 
withdrawal of the drug. These patients do not respond to barbiturates but frequently are 
relieved by sympathomimetic drugs such as Ritalin or amphetamine. 
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SULL’UTILITA DELL’ASSOCIAZIONE DI PICCOLE DOSI DI ACTH PER VIA ENDOVENOSA 
ALLA DEACETILCOLCHICINA NEI TRATTAMENTI ANTINEOPLASTICI (THE USE OF 
SMALL DOSES OF ACTH INTRAVENOUSLY IN ASSOCIATION WITH DESACETYL- 
COLCHICINE ANTINEOPLASTIC THERAPY). 

Paolino, W.; Molinatti, G. M.; Pierri, G., and Resegotti, L. Minerva med. 
48/1:11, 1957; through Ciba Literature Review 2: 112 (Apr.) 1957. 


Patients with tumors of a mesenchymal or lymphocytic nature (such as Hodgkin’s dis- 
ease or lymphosarcoma) often exhibit adrenocortical hypofunction, as can be established 
by measuring the excretion of 17-ketosteroids. In order to stimulate the adrenal cortex, 
the authors combined cytostatic agents with ACTH to treat particularly severe cases— 
those in which the cytostatic agent had lost its initial effect or had provoked a marked 
decrease in the white blood cell count or even leukopenia, and those in which side-actions 
occurred. A dose of 5 units of Cibacthen (ACTH) in physiologic saline was administered 
twice daily by intravenous drip infusion. Too pronounced a stimulation of the adrenal 
cortex should be avoided, as otherwise there is a risk of the cortex becoming exhausted. 
This method proved successful in almost every case. The patient’s general condition im- 
proved, signs that the cytostatic agent was not being tolerated disappeared, and a further 
decrease in the white cell count was largely arrested. The response was particularly marked 
when the excretion of 17-ketosteroids had initially been very low. In some cases, too, re- 
sistance was overcome and the cytostatic effect was potentiated. The increased mitosis 
brought about by the additional administration of Cibacthen was also confirmed by biopsy. 


SPONTANEOUS SUBARACHNOID HEMORRHAGE. CLINICAL AND THERAPEUTIC FAC- 
TORS AFFECTING PROGNOSIS. 
Rowley, J. F.; Sullivan, J. F., and Tureen, L. L. Neurology 7: 86 (Feb.) 1957. 


The mortality rate among 157 patients with spontaneous subarachnoid hemorrhage was 
47.2 per cent. The rate in males exceeded that in females. The initial symptoms, in order 
of frequency, were: coma, headache, disorientation and confusion, acute alcoholism, hemi- 
plegia, convulsions, hypertension, eclampsia and pre-eclampsia. Neither these signs nor 
the early clinical course was prognostic of the ultimate outcome of the hemorrhage. Patients 
with hypertension had a higher mortality rate (57.7 per cent) than that for the entire series, 
and here too the rate was higher in males than in females. In 53 per cent of the patients 
examined by angiography, there was evidence of cerebral artery malformation. This per- 
centage was close to that of ruptured aneurysms found among 29 patients examined at 
necropsy. Eleven patients in the series were treated surgically, and there has been no re- 
currence for a period of four months to three years in 3. Among 6 patients (aneurysm dem- 
onstrated by angiography in 5) treated by ligation of the common carotid artery, 1 died 
later after a direct attack on the aneurysm, and 2 had further hemorrhage—1 at three years 
with recovery, and 1 at five years with fatal termination. There were no sequelae following 
ligation of the internal carotid in 1 patient, nor in 2 of 5 patients in whom an attempt was 
made to trap the aneurysm at the time of craniotomy (the other 3 died postoperatively). 
In the entire group, 78 per cent of the fatalities occurred during the first week and 36 per 
cent of them during the first day after the attack. The first four days appeared to be the 
critical span during which surgical intervention should take place if it is to decrease the 
mortality rate. Seven patients suffered an additional attack of hemorrhage during the 
first week and 1 patient after four weeks; death followed within a few days. Bleeding also 
recurred in 8 patients after discharge, and death in 2 patients with the longest interval 
following the first attack. The other 38 surviving patients who could be traced suffered no 
further hemorrhage. A patient with a spontaneous subarachnoid hemorrhage should be 
regarded as presenting a surgical emergency. It is recommended that angiography be per- 
formed within forty-eight hours after onset of the hemorrhage. This should be followed by 
ligation of the common carotid artery after the aneurysm has been located. 
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RILIEVI CLINICI SUL TRATTAMENTO DEGLI EPITELIOMI CUTANEI CON COLCEMID 
POMATA (RESULTS IN THE TREATMENT OF CUTANEOUS EPITHELIOMA WITH 
COLCEMID OINTMENT). 

Santoianni, G. Dermatologia 7: 201, 1956; through Ciba Literature Review 
Q: 111 (Apr.) 1957. 


Coleemid ointment (desacetylmethyl colchicine) was used to treat 15 patients with 
basal-cell epithelioma, the diagnosis of which had been confirmed histologically or cyto- 
logically. For Coleemid, applied daily or every other day, to develop its full effect, it must 
come into direct contact with the neoplastic tissue. It is therefore necessary to remove any 
seales or crusts before applying the ointment, and also to strip off the epidermis covering 
the invasion zone of the tumor. In addition, the smears caused by the Colcemid ointment 
must be removed every time the dressing is changed. A complete and permanent cure was 
achieved in all 15 patients. This was confirmed by microscopic examination several months 
later. Small epitheliomas often regressed after as few as 10 to 20 applications of Coleemid 
ointment, but treatment for two to three months was necessary in other cases. The 
resultant scars were, generally speaking, flat and regular. Colcemid ointment was well 
tolerated and only in rare instances did it provoke slight local irritation. Infections or 
damage to healthy skin were never encountered. 


TOTAL GASTRECTOMY WITH REFERENCE TO CHRONIC HYPOKALIEMIA. 
Sensenig, D. M., and Campbell, R. E. Ann. Surg. 145: 81 (Jan.) 1957. 


A review of the literature shows a paucity of information about chronic hypokaliemia 
following total gastrectomy. This paper reviews a series of 22 male patients with a mean 
age of 54 years who underwent total gastrectomy. The diagnosis was carcinoma in 18 pa- 
tients, malignant lymphoma in 2, and benign gastric ulcer in 2. In 1 patient there was a 
low serum potassium level preoperatively. Following operation, a low serum potassium 
level was found in 2 patients, probably in 1 patient, and possibly in another; all but the 
third patient in this group died suddenly. Chronic hypokaliemia as a possibility following 
total gastrectomy has not been sufficiently emphasized, but it can assume great importance. 
It should be looked for, and, if found, treated promptly and persistently. A maintenance 
dosage of 2 Gm. of potassium chloride three times daily by mouth will probably prove 
adequate to correct the condition. 


A COMPARISON OF FACTORS AFFECTING THE HIGH-FREQUENCY (STARR) AND THE 
LOW-FREQUENCY, CRITICALLY DAMPED (NICKERSON) BALLISTOCARDIOGRAPHS 
WITH SPECIAL REFERENCE TO AGE AND BODY DIMENSION. 

Taylor, H. L., and Walker, H.C. Am. Heart J. 53: 326 (March) 1957. 


A ballistocardiograph was constructed that allowed high-frequency (Starr) ballisto- 
cardiograms and low-frequency, critically damped (Nickerson) ballistocardiograms to be 
taken without moving the subject from the ballistocardiographic bed. Ballistocardiograms 
were obtained on 51 young men, 18 to 26 years old and on 57 middle-aged men, 50 to 59 years 
old. Exercise, smoking, environmental temperature, and time after meals were controlled. 
IJ amplitudes from both ballistocardiograms were most closely associated with height. 
The correlation coefficients between IJ amplitudes and weight or surface area were lower 
when calculated with IJ amplitudes obtained with the high-frequency ballistocardiograph 
than those calculated with IJ amplitudes obtained with the low-frequency, critically 
damped apparatus. This was true of both age groups, but only in the younger group were 
the differences statistically significant. The IJ amplitude between the two age groups de- 
creased by 29 per cent when obtained with the high-frequency ballistocardiograph, and by 
35 per cent as measured by the low-frequency, critically damped apparatus. When these 
decrements were tested against the standard deviations for the young (reference) group, 
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it was shown that the low-frequency critically damped apparatus was more sensitive to 
the effects of age. The application of these findings to the study of the epidemiology of 


coronary heart disease and to differentiating patients from normal subjects is discussed, 
(From authors’ summary and conclusions.) 


ANTICOAGULATION THERAPY IN CEREBRAL THROMBOSIS AND EMBOLISM. 
Ushiro, C.8., and Schaller, W. F. Neurology 7: 253 (Apr.) 1957. 


Consecutive patients with cerebrovascular accidents were examined by lumbar puncture 
for the presence or absence of red blood cells in the cerebrospinal fluid. Patients with cells 
in the fluid were excluded from the study. In the absence of red blood cells, the etiology 
was assumed to be cerebral anoxia or infarction by thrombosis or embolism. Patients seen 
within forty-eight hours after the onset were treated with coagulants. The study comprised 
26 treatment cases in 24 patients. The average age of the patients was 64 years. Sixty-one 
per cent had a history of hypertension or cardiovascular disease or both, and 12 per cent a 
history of at least one previous cerebral infarction. After establishment of the initial pro- 
thrombin time, 50 mg. of heparin was given parenterally every four hours for a total dose of 
200 to 300 mg., followed by 200 to 300 mg. of Dicumarol orally per day. Subsequent dosages 
were regulated by daily determination of the prothrombin time, an attempt being made to 
maintain it at approximately 10 to 20 per cent. Six patients died during the observation 
period, 14 became ambulant, and 6 had achieved wheel-chair status at discharge. Compli- 
cations observed during anticoagulant therapy were extension of the thrombus in 2 patients 
for whom case reports are given, and ecchymosis and/or hematoma in 2 patients. Compar- 
ison of the results in the treated patients with those in 39 control patients showed no ap- 
preciable difference between the two groups as to mortality rate, incidence of complica- 
tions, or the natural course of recovery. The finding at necropsy of recent thrombi in 2 
treated patients who died indicates that prolonging the prothrombin time does not prevent 
intravascular blood clotting. It is concluded that there is no advantage for anticoagulant 
therapy in reducing complications or extension of cerebral infarction. It is stressed that 
the inherent risk of bleeding during anticoagulant therapy must not be minimized. Dic: - 
marol therapy requires careful hospital control, because of the narrow margin between the 
therapeutic and hemorrhagic dosage levels and because of the difficulty in maintaining the 
therapeutic level without daily determinations of the prothrombin time. 


THE EFFECT OF PERMANENT ANTICOAGULANT THERAPY ON SYMPTOMS AND MOR- 
TALITY IN ANGINA PECTORIS. 


Waaler, B. A. Acta med. Scandinav. 157: 289 (Fasc. 4) 1957. 


Anticoagulant therapy was given for an average of two and a half years to 275 patients 
with angina pectoris probably caused by coronary arteriosclerosis. The minimum period 
of treatment was eight months, and the maximum sixty months or more. The anticoagu- 
lant effect was controlled by determination of the prothrombin-proconvertin level, with 
an attempt to stabilize it at 10 to 30 per cent. The patient group consisted of 37 women 
and 238 men of average age 61.3 and 58 years, respectively. In 180 patients, Dicumarol was 
used, and in 92 phenylindanedione. In 3 patients therapy was started with Dicumarol but 
was changed to phenylindanedione. The mortality rate in this group of anticoagulant- 
treated patients was lower than that in a similarly collected group of patients not treated 
by anticoagulants, studied by Block and coworkers. The mortality in this treated group 
compared favorably with other statistics on the prognosis of coronary artery disease not 
treated with anticoagulants. The mortality rates in the first, second and third years were 
4.9, 6.7 and 5.4 per cent, respectively. Patients who came under treatment within one year 


| 


ol. V 


ve to 
zy of 
ssed., 


ture 
rells 
logy 
seen 
ised 
one 
nt a 
e of 
> to 
ion 
pli- 
nts 
ar- 
ap- 
Ca- 
n 2 
ont 
int 
lat 


December 1957 ABSTRACTS OF CURRENT LITERATURE 1035 


after diagnosis had by far the most favorable prognosis. Among them, the mortality rate 
was significantly reduced as compared with patients with an average duration of symptoms 
of more than four years before treatment (2 and 8.1 per cent, respectively). The difference 
in frequency of myocardial infarctions occurring before and during treatment was statis- 
tically significant, suggesting a prophylactic effect of anticoagulant therapy. One explana- 
tion for the greater efficacy of anticoagulant treatment at an early stage of the disease 
may be that at this stage the thrombotic component may be relatively more important and 
more subject to prevention than later on. Approximately 50 per cent of the patients showed 
improvement in effort tolerance during therapy. The improvement occurred gradually: 
20 per cent were improved after three months, whereas 50 per cent were improved after 
one year. This steady increase followed by a subsequent stable situation could not be at- 
tributed to a placebo effect. Other factors such as placebo effect, psychosomatic effects 
initiated by medical attention and reassurance of the patient, and changes in the mode of 
life that might have influenced the course of the disease, are discussed. Weight reduction 
seemed to favor a good prognosis, but reduction in the use of tobacco appeared to have 
no prognostic importance. The frequency of clinically significant bleeding caused by the 
anticoagulants alone was approximately 1 per 27 patient-treatment years, or 1 per 20 pa- 
tient-treatment years when other causes of hemorrhage were included. 


INCREASED BLOOD CELL AGGLUTINATION FOLLOWING INGESTION OF FAT, A FACTOR 
CONTRIBUTING TO CARDIAC ISCHEMIA, CORONARY INSUFFICIENCY, AND AN- 


GINAL PAIN. 
Williams, A. V.; Higginbotham, A. C., and Knisely, M. H. Angiology 8: 29 


(Feb.) 1957. 


Patients believed to be susceptible to anginal attack were selected for microscopic study 
of the circulating blood and of the vessel walls in the bulbar conjunctiva after fasting and 
after a high fat or a fat-enriched meal. The details of the study of 1 patient are given. This 
patient, a 44-year-old man partially recovered from an attack of angina, during rest and 
fasting manifested very mild agglutination of the blood, rapid blood flow, no plugging of 
vessels, and no anginal pain. Six hours following a high-fat meal, he had rather severe ag- 
glutination of the blood, several plugged conjunctival arterioles, stasis in many small 
interconnecting conjunctival venules, very slow blood flow in all visible vessels, and in- 
version of the T waves in the left precordial leads of the electrocardiogram. Three hours 
later, anginal pain developed. A low-fat diet was started, and the patient was able to return 
to work. Among 9 other patients, 2 showed no detectable changes (by the method of ex- 
amination described) in the blood, vessel walls, or symptomatology. In the other 7, there 
Was a conspicuous increase in the degree of agglutination of the circulating blood following 
a fat-enriched meal. Three with maximal agglutination of blood also had visibly plugged 
bulbar conjunctival vessels. In these patients, anginal pain developed later. Studies on 
healthy young adults examined after fasting showed mild agglutination in a few. In some, 
there was no increase in agglutination following a fat-enriched meal. In others there was 
mild agglutination, but none as severe as that found in cardiac patients. These observa- 
tions delineate a definite relationship between the ingestion of fat, the agglutination of 
blood, the stoppage of blood flow in bulbar conjunctival vessels, and, in those patients 
having the most severe agglutination of the blood, the development of anginal attacks. 
They suggest a possible mechanism for decreased volume of blood flow through the myo- 
cardium, resulting in myocardial ischemia and anginal pain. To determine why in any group 
of patients the response to a high-fat meal varies from severe intravascular agglutination 
of the blood to almost no agglutination, offers a new direction for investigation. 
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COLLATERAL REGENERATION FROM RESIDUAL MOTOR NERVE FIBERS IN AMYO- 
TROPHIC LATERAL SCLEROSIS. 
Wohlfart, G. Neurology 7: 124 (Feb.) 1957. 


Observations made in an investigation of verified amyotrophic lateral sclerosis sug- 
gested the following conclusions: 1) Successive destruction of motoneurons is accompanied 
by collateral sprouting from surviving nerve fibers, with consequent reinnervation of 
many muscle fibers. 2) This sprouting delays weakening and wasting of the muscles in- 
volved. 3) In many respects, the histologic picture of collateral sprouting in amyotrophic 
lateral sclerosis resembles that of nerve fiber regeneration following division of a nerve. 
(From author’s summary.) 
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(July); ad. page 22 (Aug.); ad. page 26 
(Sept.); ad. page 32 (Oct.); ad. page 18 
(Nov.); ad. page 22 (Dec.) 

— committee appointments for 1956-1957, 

see back ad. pages each month under 
American Geriatrics Society. 

— fellowship in, see back ad pages each 

month under American Geriatrics Society. 

— officers and board of directors, see back 
ad pages each month under American 
Geriatrics Society. 

American Society for the Study of Arterio- 
sclerosis; announcement of llth an- 
nual meeting, 700 

American Therapeutic Society 

— annual meeting, 1957; announcement 
of, ad. page 31 (Jan.); ad. page 27 
(Feb.); ad. page 31 (Mar.) (with pro- 
gram) 

American Therapeutic Society 

— officers and council, see back ad pages 
each month under American Therapeu- 
tie Society. 
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Anemia: see Blood 
Anesthesia 
— age and, 952 
—- jn major surgery for patients over 80, 
854 
— mortality in elderly patients after anes- 
thesia and operation, 537 
Anticholinergics: see Drugs 
Anticoagulant therapy in acute myocardial 
infarction, 255 
Antihypertensive drugs: see Drugs 
Antithyroid drugs; effect on heart in hyper- 
thyroidism, 109 
Anxiety, see Psychiatric and psychological 
Aorta: see Vascular system 
Arterial; arteries: see Vascular system 
Arteriosclerosis: see Vascular system 
Arthritis: see Rheumatic diseases; Bones 
and joints 
Arylsulfonylureas: see Drugs 
Ataraxics: see Drugs 
Atomic radiation: see Radiation 
Author index to Volume V, 1037 
Azacyclonol: see Drugs 


BARBITURATES: see Drugs 
Bibliography on aging, 968 
Biliary tract: see Liver; Gastro-intestinal 
Bio-flavonoid therapy: see Drugs 
Bizarre surgical causes of acute abdominal 
conditions in the aged, 77 
Bladder, urinary: see Urinary 
Bleeding, postmenopausal, 66 
Blood: see also Vascular system; Heart; ana 
under specific element or disease in- 
volved 
~~ anemias; nutritional, 8 
— anemias, of systemic disease, 10 
— disorders of the aged, 8 
— fractionation, new clinical products of; 
their therapeutic implications and use, 
130 
-— leukemia, chronic lymphatic, 11 
— myelofibrosis, with myeloid metapla- 
sia, ll 
— myeloma, multiple (plasmocytic), 12 
— polycythemia vera, 10 
— sulfisoxazole (Gantrisin): concentra- 
tion in plasma and diffusion into the 
cerebrospinal fluid, 520 
Blood pressure: see Vascular system 
Bones and joints: see also Rheumatic dis- 
eases 
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— arthritis, chronic; treatment by ex- 
tended sympathectomy, 904 
— osteoarthritic knee; conservative man- 
agement of, 1009 
— osteoporosis; panel discussion, 363 
— x-ray therapy as a possible cause of 
the shoulder-hand syndrome, 582 
Books received, 360, 469, 810 
Brain: see also Nervous system; Psychiatric 
and psychological; Surgery 
— cerebrospinal fluid; diffusion of sulf- 
isoxazole into, 520 
— chemopallidectomy; two recent tech- 
nical additions, 651 
Burke Foundation Rehabilitation Center, 
633 


CANCER 
— cervical carcinoma; value of endocer- 
vical curettage in early diagnosis, 721 
— host-tumor antagonism. IV. Immuno- 
logic possibilities, 404 
— host-tumor antagonism. V. The effect 
of ionizing radiations (radium and 
x-ray) upon tumor and host, 512 
— host-tumor antagonism. VI. Influence 
of thyroid hormone in malignant dis- 
ease, 612 
— host-tumor antagonism. VII. Multiple 
primary malignant neoplasms; possi- 
bility of immunization, 726 
— host-tumor antagonism. VIII. Psycho- 
logic component involved in the host 
resistance to cancer, 857 
— host-tumor antagonism. IX. Reticulo- 
endothelial system and neoplasia, 916 
— palliation of advanced cancer in the 
older age groups; panel discussion, 701 
— pancreas; carcinoma of, 859 
— prostatic cancer; incidence, extent and 
behavior in 686 men studied by pros- 
tatic biopsy, 338 
— prostatic carcinoma; TACE in the 
endocrine management of, 453 
— thyroid hormone; effect of, in malig- 
nancy, 612 
— treatment and prognosis in elderly 
patients with cancer of the cervix, 183 
Capillary fragility in older people; evalua- 
tion of bio-flavonoid therapy, 306 
Carcinoma: see Cancer 
Cardiac: see Heart; Vascular system 
Cardiovascular: see Heart; Vascular system 
Cataract: see Eyes 
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Cells 
— cell unit and the aging process, 530 
— connective tissue, hormones and aging, 
786 
— reticulo-endothelial system and neo- 
plasia, 916 
Cerebrospinal fluid; diffusion of  sulf- 
isoxazole into, 520 
Cervix: see Uterus 
Challenge of our aging population, 392 
Chemopallidectomy: see Surgery 
Chloral hydrate: see Drugs 
Chlorotrianisene: see TACE under Drugs 
Chlorpromazine: see Drugs 
Chronie disease; management of fear of 
death in, 793 
CIBA collection of medical illustrations, 699 
Circulatory system: see Heart; Vascular 
system; Blood 
Clinical investigator program, VA, 467 
Colon: see Gastro-intestinal tract 
Common conditions of the eye in the aged, 


49 

Compazine, see Proclorperazine, under 
Drugs 

Connective tissue, hormones and aging, 
786 


Constipation: see Gastro-intestinal tract 
Coordination, neuromuscular; drugs for im- 
provement of, 152 


DAVIS, Nathan Smith; obituary, 223 
Death, fear of: see Psychiatric and psycho- 
logical 
Death, statistics: see Morbidity and mor- 
tality 
—Definition of geriatrics, 385 
Diabetes 
— arysulfonylureas; influence on thyroid 
function in older diabetic men and 
women, 739 
— diabetes mellitus in the aged; panel 
discussion, 563 
Diet: see Nutrition 
Digitalis: see Drugs; Radioisotopes 
Digitoxin: see Digitalis under Drugs 
“Doctor Defendant, The,’”’ A. M. A. film, 
876 
Doctor; responsibility of in present shortage 
of hospital nursing personnel, 141 
Doriden: see Drugs 
Drug therapy; trends in, 122 
Drugs: see also Hormones; specific condi- 
tion 


— agents used in allergy, 122 

— anticholinergics in the management of 
peptic ulcer, 411 

— anticoagulant therapy in acute myo- 
cardial infarction, 255 

— antihypertensive; use of in manage- 
ment of hypertension, 813 

— anti-infectives, 123 

— antineoplastic agents, 127 

— antithyroid drugs and I'*'; effect on 
heart in hyperthyroidism, 109 

— arylsulfonylureas; influence of on thy- 
roid function in older diabetic men 
and women, 739 

— ataraxics in neuropsychiatric patients; 
a two-year comparative study, 421 

— azacyclonol in neuropsychiatry, 424 

— barbiturates, as a sedative for the 
elderly, 588 

—bio-flavonoid therapy in capillary 
fragility in older people, 306 

— eardiovascular reagents, 123 

— central nervous system drugs, 124 

— ch'>ral hydrate and syrup of chloral, 
as sedatives for the elderly, 588 

— chlorotrianisene: see TACE 

—chlorprom zine in neuropsychiatry, 
423 

— chlorpromazine in sedation of the eld- 
erly, 589 

— chlorpromazine; realism in the use of, 
823 

— digitalis preparations as causes of dis- 
turbances of vision, 668 

— digitalis, radioactive; studies with, 163 

— Doriden, as sedative for the elderly, 
588 

— ethchlorvynol in neuropsychiatry, 424 

— for improvement of neuromuscular co- 
ordination, 152 

— ganglionic blocking agents in manage- 
ment of malignant hypertension, 816 

— gastro-intestinal agents, 125 

— hormones, 125 

—hydralazine in treatment of hyper- 
tension, 815 

— hypnotics and sedatives, 125 

— immunologic agents, 127 

—levarterenol (Levophed) therapy in 
acute myocardial infarction, 656 

—meprobamate for improvement of 
neuromuscular coordination, 152 

— meprobamate in neuropsychiatry, 423 
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— methyl pentynol (Dormison), as seda- 
tive for the elderly, 588 

— methyl-phenidylacetate in neuropsy- 
chiatry, 425 

— morphia and hyoscine as sedative for 
the elderly, 589 

— muscle relaxants, 153 

— new clinical products of blood frac- 
tionation; their therapeutic implica- 
tions and use, 130 

— paraldehyde, as sedative for the eld- 
erly, 589 

—perphenazine (Trilafon); use of, to 
control anxiety and agitation in aged 
patients, 92, 1003 

— pipradol in neuropsychiatry, 425 

— pipradol (Meratran) in institutional- 
ized geriatric patients, 534 

— polyacrylic resin: effective hydrophilic 
colloid for treatment of constipation, 
187 

— proclorperazine in treatment of anxi- 
ety and agitation in geriatric patients, 
827 

— promazine; realism in the use of, 825 

— rauwolfia alkaloids in sedation of the 

elderly, 589 

—rauwolfia in treatment of hyperten- 
sion, 815 

— rauwolfia; realism in the use of, 824 

— rauwolfia root in neuropsychiatry, 424 

— relaxants, for improvement of neuro- 
muscular coordination, 153 

— reserpine in neuropsychiatry, 421 

— sedation problems in the elderly, 586 

— steroid chemistry for the clinician; a 
simplified introduction, 486 

— sulfisoxazole (Gantrisin): concentra- 
tion in plasma and diffusion into the 
cerebrospinal fluid, 520 

— TACE (chlorotrianisene) in the endo- 
crine management of prostatic carci- 
noma, 453 

— “‘tonie”’ in geriatrics; clinical studies, 
997 

— tranquilizing drugs in sedation of the 
elderly, 589 

— tranquilizing drugs; realism in the use 
of , 823 

— Trilafon: see perphenazine under Drugs 

—veratrum in treatment of hyperten- 
sion, 815 

— zoxazolamine for improvement of neu- 
romuscular coordination, 152 

Duodenum: see Gastro-intestinal 
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ELDERLY: see Age; Geriatrics 
Endocrine: see also Hormones; and under 
specific glands 
— management of chronic adrenocortical 
insufficiency with oral replacement 
therapy, 117 
— TACE (chlorotrianisene) in endocrine 
management of prostatic carcinoma, 
453 
Endocrine Society; Ninth Postgraduate 
Assembly in Endocrinology and Me- 
tabolism, 633 
Estrogen: see Hormones 
Ethchlorvynol: see Drugs 
Excitement: see Psychiatric and psycholog- 
ical 
Eyes 
— cataract in older patients, 498 
— cataract, senile, 51 
— common conditions of eye *n aged, 49 
— degenerative changes in the retina, 499 
— disturbances of vision caused by digi- 
talis preparations, 668 
— glaucoma as a side-effect in anticholin- 
ergic management of peptic ulcer, 411 
— glaucoma in the aged, 51, 497 
— ocular changes with aging, 49 
— senile macular degeneration; its sig- 
nificance, 798 
— visual difficulties in older patients, 497 
— retina and retinopathies in the aged, 52 


FEAR of death; management, 793 

Fibrositis, 152 

Fludrocortisone, see Hormones 

Food: see Nutrition 

Fourth International Gerontological Con- 
gress, 237 © 

Fractionation of blood: see Blood 

Functional disorders of the gastrointestinal 
tract, 430 


GALLBLADDER: see Liver; 
Gastro-intestinal 
Ganglionic blocking agents: see Drugs 
Gantrisin: see Sulfisoxazole under Drugs 
Gastric ulcers: see Gastro-intestinal 
Gastro-intestinal 
— anticholinergics in the management of 
peptic ulcer, 411 
— biliary-tract operations in older and 
younger patients; comparison of re- 
sults, 595 
— bizarre surgical causes of acute ab- 
dominal conditions in aged, 77 
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Gastro-intestinal—Continued 

— constipation; polyacrylic resin, effec- 
tive hydrophilic colloid for, 187 

— duodenal spasm, post-bulbar; diagno- 
sis and therapy in older age group, 940 

— functional disorders in, 430 

— gastric ulcers, large, indurated, be- 
nign, in patients over 60, 439 

— histoplasmosis in the aged, 27 

— liver, biliary tract and pancreas in the 
aged; an anaiomic and laboratory 
evaluation, 59 

— liver function and protein metabolism; 
importance of in geriatric surgical pa- 
tients, 1 

— pancreas; carcinoma of, presenting as 
psychiatric illness, 859 

— peptic ulcer; massive hemorrhage from 
as cause of myocardial infarction, 969 

— post-bulbar duodenal spasm syndrome; 
diagnosis and therapy in older age 
group, 940 

— surgical tolerance of elderly patient; 
review of 148 cases of biliary-tract, 
gastric and colonic lesions, 284 

Geriatrics 

— a definition, 385 

—anticholinergics for peptic ulcer in 
geriatric patient, 411 

— anxiety and agitation in geriatric pa- 
tients; treatment with proclorperazine, 
827 

— “geriatric syndrome’; management 
with nutritional-hormonal supple- 
ments, 936 

— hypersplenism in, 398 

— group psychotherapy with geriatric 
patients in a mental hospital, 13 

— lesions of the lung, 44 

— needs for research in gerontology and 
their implications for the physical 
medicine and rehabilitation service, 
735 

— occupational therapy for geriatric 
patients in a mental hospital, 1019 

—pipradol (Meratran) in institution- 
alized geriatric patients, 534 

— rehabilitation, 271 

— solution of geriatric problems in rural 
nursing home, 532 

— surgical patient; practical considera- 
tions in the management of, 832; im- 
portance of protein metabolism and 
liver function in, 1 


— the “‘tonic’’; clinical studies, 997 
— Wolff-Parkinson-White syndrome in 
geriatrics, 541 
— yogurt; role of, 934 
Gerontological Congress, Fourth Interna- 
tional, 237 
Gerontological Society, Inc., Tenth Annual 
Scientific Meeting, 562 
Gerontology: see Geriatrics 
Glaucoma: see Eyes 


HEPATO-BILIARY tract: see Liver 
Heart: see also Vascular system 
— acute myocardial infarction: anticoag- 
ulant therapy in, 255; five-year prog- 
nostic study in, 591; levarterenol 
therapy in, 656 
— cardiac and circulatory diseases; panel 
discussion, 757 
— digitalis, see Drugs 
—in hyperthyroidism: effect of anti- 
thyroid drugs and I'*!, 109 
— myocardial infarction following mas- 
sive hemorrhage from peptic ulcer, 969 
— myocardial infarction; panel on clinical 
management, 879 
— Wolff-Parkinson-White syndrome; sig- 
nificance in geriatrics: a report of 10 
eases, 541 
Histoplasmosis in the aged, 27 
Hormones: see also Cancer; Drugs; Endo- 
crine 
— connective tissue, hormones and ag- 
ing, 786 
—estrogen administered intravenously 
in treatment of benign prostatic hy- 
pertrophy, 676 
— fludrocortisone and hydrocortisone in 
chronic hypoadrenalism, 117 
— nutritional-hormonal supplements in 
management of the “geriatric syn- 
drome,’’ 936 
— pituitary gland; effect of on tumori- 
genesis, 612 
— steroid chemistry for the clinician; a 
simplified introduction, 486 
— thyroid hormone; effect of, in malig- 
naney, 612 
Host-tumor antagonism: see Cancer 
Hydralazine: see Drugs 
Hydrocortisone, see Hormones 
Hypersplenism: see Spleen 
Hypertension; see Vascular system 
Hyperthyroidism: see Thyroid 
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Hypoxdrenalism; management with oral 
replacement therapy, 117 

Hypothermia as an adjunct in surgical 
treatment of cardiovascular diseases, 
193 


IMMUNITY to afflictions of old age, 982 

Immunologic possibilities in cancer, 404, 726 

Incontinence; care of skin in, 671 

Index to advertisers, in each issue, see Con- 
tents page each month 

Index, author, to Volume V, 1037 

Index subject, to Volume V, 1042 

Iodine, radioactive; effect on heart in hyper- 
thyroidism, 109 

Ionizing radiations: see Radiation therapy 


JOURNAL of the American Geriatrics So- 
ciety; Editors, Editorial Board, and 
Information, see front ad pages each 
month 


KNEE: see Bones and joints 


LESIONS of the lung in geriatric patients; 
incidence and surgical mortality, 54 
Leukemia: see Blood 
Levarterenol: see Drugs 
Levophed: see Levarterenol under Drugs 
Liver: see also Gastro-intestinal 
—biliary-tract operations in old vs. 
voung, 595 
— biliary-tract, gastric and colonic lesions 
in the aged, 284 
— liver, biliary tract and pancreas in the 
aged, 59 
— liver function and protein metabolism, 
importance of in geriatric surgical pa- 
tients, 1 
Lorenz, Thomas Holt; obituary, 225 
Lungs and bronchi 
— lesions of the lung in geriatric patients; 
incidence and surgical mortality, 54 
— review of deaths and some major fea- 
tures of incapacity in a tuberculosis 
hospital, 449 
Lyon, James Alexander; obituary, 222 


MACULAR: see Eyes 

Malignancy: see Cancer 

Malnutrition: see Nutrition 

Medical and vocational cooperation for the 
aging, 263 
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Medical education; teaching of therapeu- 
tics in graduate and postgraduate, 146 
Menopause: see also Uterus 
— postmenopausal bleeding, 66 
Mental illness: see Psychiatric and psycho- 
logical 
Meprobamate: see Drugs 
Meratran: see pipradol under Drugs 
Metabolism: see also Nutrition; Endocrine; 
Hormones 
— importance of protein metabolism and 
liver function in geriatric surgical pa- 
tients, 1 
Metal content correlation in aging aorta, 20 
Methyl pentynol (Dormison): see Drugs 
Methyl-phenidylacetate: see Drugs 
Morbidity and mortality 
— accidents and the aging, 713 
— in old age; a study of experience in a 
modern home for aged, 32, 299 
—mortality in elderly patients after 
anesthesia and operation, 537 
— review of deaths and some major fea- 
tures of incapacity in a tuberculosis 
hospital, 449 
— surgical mortality in lesions of the 
lung, 54 
Morphia and hyoscine: see Drugs 
Muscle relaxants: see Drugs 
Muscles: see also Bones and joints 
— drugs for improvement of neuromus- 
cular coordination, 152 
Myeloma, multiple (plasmocytic) ; see Blood 
Myocardial infarction: see Heart; Vascular 
system 


NELSON, Robert Lyman; obituary, 224 
Neoplasms: see Cancer 
Nervous system 
— cervical myopathy with vertigo, 662 
— chemopallidectomy; two recent tech- 
nical additions, 651 
— shoulder-hand syndrome, 582 
— sympathectomy, extended, 904 
Neuromuscular coordination; drugs for im- 
provement of, 152 
Neuropsychiatric: see Psychiatric and psy- 
chological 
News and Notices, 237, 467, 559, 633, 699, 
876, 968 
Ninth Postgraduate Assembly in Endo- 
crinology and Metabolism, 633 
Nursing 
— present shortage of hospital nursing 
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personnel and responsibility of the 
doctor, 141 
—- solution of typical geriatric problems 
in a rural nursing home, 532 
Nutrition 
— food consumption of ‘‘older’’ families, 
603 
— malnutrition in the elderly, 504 
— nutritional-hormonal supplements in 
management of the “geriatric syn- 
drome,” 936 
— yogurt, clinical uses of, 932 
Nutritional anemias (see also Blood), 8 


OBITUARIES 
— Davis, Nathan Smith, 223 
— Lorenz, Thomas Holt, 225 
— Lyon, James Alexander, 222 
— Nelson, Robert Lyman, 224 
Occlusive arterial disease, 214 
Occupational therapy: see Psychiatric and 
Psychological 
Old age: see Age; Geriatrics 
Oral replacement therapy in management 
of chronic adrenocortical insufficiency, 
117 
Osteoarthritis: see Bones and joints: Rheu- 
matic diseases 
Osteoporosis: see Bones and joints 


PANCREAS: see also Gastro-intestinal 
—in the aged, 59 
— carcinoma of, presenting as psychiatric 
illness, 859 
— pancreatitis, 77 
Panel Discussions; 239, 363, 471, 563, 635, 
701, 757, 879 
Paraldehyde: see Drugs 
Peptic ulcer: see Gastro-intestinal; Uleer 
Perphenazine: see Drugs 
Pharmacology: see also Drugs 
— radioactive isotopes, value of 
pharmacological research, 202 
Pipradol: see Drugs 
Pituitary gland; effect of on tumorigenesis, 
612 
Plasma: see Blood 
Poliomyelitis vaccine; present status of, 178 
Polyacrylic resin: see Drugs 
Polycythemia vera: see Blood 
Postmenopausal bleeding, 66 
Presbyopia: see Eyes 
Proclorperazine: see Drugs 
Promazine: see Drugs 
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Prostate 


— treatment of benign prostatic hyper- 
trophy with estrogen administered 
intravenously, 676 

— urinary obstruction from, 635 

Prostatic cancer: see Cancer 

Protein metabolism and liver function, im- 
portance of in geriatric surgical pa- 
tients, 1 

Psychiatric and psychological 

— accidents and the aging, 713 

— anxiety, agitation and excitement in 
the aged; treatment of, 92 

— anxiety and agitation in aged patients, 
use of perphenazine (Trilofon) to con- 
trol, 1003 

— anxiety and agitation in geriatric pa- 
tients; treatment with proclorperazine, 
827 

— ataraxics in neuropsychiatric patients; 
a two-year comparative study, 421 

— displacing the older patient, 500 

— fear of death in chronic disease; man- 
agement of, 793 

— group psychotherapy with geriatric 
patients in a mental hospital, 13 

— home versus hospital care for the 
aged, 500 

— immunity to the afflictions of old age, 
982 

— occupational therapy for geriatric pa- 
tients in a mental hospital; thera- 
peutic possibilities and limitations, 
1019 

— psychologic component involved in 
the host resistance to cancer, 857 

— psychosis in the aged, 319 

— rehabilitation, see Rehabilitation 

—research needs in gerontology and 
their implications for the physical 
medicine and rehabilitation service, 
735 

— solution of typical geriatric problems 
in a rural nursing home, 532 

Psychological, see Psychiatric and psycho- 


logical 

Psychosis: see Psychiatric and psycholog- 
ical 

Psychotherapy: see Psychiatrie and psy- 
chological 


Pulmonary: see Lungs and bronchi 


RABIES vaccine; present status of, 176 
Radiation therapy 
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— responsibilities of the medical profes- 
sion in the use of x-rays and other 
ionizing radiation; statement by the 
United Nations Scientific Committee 
on the Effects of Atomic Radiation, 559 

— ionizing radiations (radium and x-ray) ; 
effect upon tumor and host, 512 

— x-ray therapy as a possible cause of 
the shoulder-hand syndrome, 582 

Radioisotopes 
— radioactive digitalis, studies with, 163 
—radioactive iodine; effect on heart in 

hyperthyroidism, 109 
— value of in pharmacological research, 
202 

Radium: see Radiation therapy 

Rauwolfia: see Drugs 

Rehabilitation 
— Burke Foundation Center, 633 
— geriatric rehabilitation, 271 
— medical and vocational cooperation 

for aging, 263 
— of the aged in the United States, 681 
—research needs in gerontology and 
their implications for the physical 
medicine and rehabilitation service, 
735 
Relaxants: see Drugs 
Research needs in gerontology and their 
implications for the physical medicine 
and rehabilitation service, 735 
Reserpine: see Drugs 
Reticulo-endothelial 
plasia, 916 

Retina and retinopathies: see Eyes 

Rheumatic diseases 
— arthritis, chronic; treatment by ex- 

tended sympathectomy, 904 
— fibrositis; drugs for improvement of 
neuromuscular coordination in, 152 
— in the aged; panel discussion, 239 
— osteoarthritic knee, 1009 
Roentgen therapy: see Radiation therapy 


system and _  neo- 


SEDATION: see also Drugs 
— problems of sedation in the elderly, 586 

Senile cataract: see Eyes 

Senile macular degeneration; see Eyes 

Senile vertigo caused by a curable cervical 
myopathy, 662 

Shoulder-hand syndrome; x-ray therapy as 
a possible cause, 582 

Skin; care of, in the incontinent aged, 671 

Smallpox vaccine; present status of, 175 


SUBJECT INDEX 


1049 


Spasm, duodenal: see Gastro-intestinal 
Spleen 
— hypersplenism in geriatrics, 398 
Statistics: see Morbidity and mortality 
Steroids: see also Drugs; Hormones 
— steroid chemistry for the clinician; a 
simplified introduction, 486 
Subject index to Volume V, 1042 
Sulfisoxazole (Gantrisin): see Drugs 
Sulfonamides: see specific drug under Drugs 
Surgery: see also specific condition 
— anesthesia and age, 952 
— anesthesia, for patients over 80, 854 
— anesthesia; mortality in elderly pa- 
tients, 537 
— arthritis, chronic; treatment by ex- 
tended sympathectomy, 904 
— biliary-tract operations in older and 
younger patients; comparison of re- 
sults, 595 
— bizarre surgical causes of acute ab- 
dominal conditions in aged, 77 
— chemopallidectomy; two recent tech- 
nical additions, 651 
— endocervical curretage; value of in 
early diagnosis of cervical carcinoma, 
721 
— geriatric surgical patient; practical 
considerations in the management of, 
832 
— hypothermia in cardiovascular sur- 
gery, 193 
— importance of protein metabolism and 
liver function in geriatric surgical pa- 
tients, 1 
—lesions of the lung in geriatric pa- 
tients; incidence and surgical mortal- 
ity, 54 
— major surgery in patients over 80, 854 
— mortality in elderly patients after 
anesthesia and operation, 537 
— surgical tolerance of the elderly pa- 
tient; review of 148 cases of biliary- 
tract, gastric, and colonic lesions, 284 
— sympathectomy, extended, in treat- 
ment of chronic arthritis, 904 
Sympathectomy: see Surgery 


TACE (chlorotrianisene): see Drugs 

Therapeutics; teaching of, in graduate and 
postgraduate medical education, 146 

Therapy: see specific form, or in specific 
condition 
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Thyroid 
— arylsulfonylureas; influence of on thy- 
roid function in older diabetic men 
and women, 739 
—heart in hyperthyroidism: effect of 
antithyroid drugs and I'*', 109 
Thyroid hormone: see also Hormones; En- 
docrine; Drugs 
— effect of, in malignancy, 612 
Tonics: see Drugs 
Tranquilizers: see specific product under 


Drugs; see also Psychiatric and psy-— 


chological 

Tranquilizing drugs; realism in use of, 823 

Trends in drug therapy, 122 

Trilafon: see perphenazine under Drugs 

Tuberculosis: see also Lungs and Bronchi 

— review of deaths and some major fea- 

tures of incapacity in a tuberculosis 
hospital, 449 

Tumors: see Cancer, and under specific or- 
gan involved 


ULCER 
— anticholinergics in the management of 
peptic ulcer, 411 
— gastric, large, indurated, benign, in 
patients over 60, 439 
— massive hemorrhage from peptic ulcer: 
a cause of myocardial infarction in the 
aged, 969 
United Nations Scientific Committee on 
the Effects of Atomic Radiation: 
statement on the responsibilities of 
the medical profession in the use of 
x-rays and other ionizing radiation, 559 
United States Public Health Service bib- 
liography on aging, 968 
United States; rehabilitation of aged in, 681 
Urinary tract 
— incontinent aged; care of skin, 671 
— urinary obstruction; panel discussion, 
635 
— urinary retention, as a side-effect in 
anticholinergic management of peptic 
ulcer, 411 
Uterus 
— cancer of cervix, treatment and prog- 
nosis in elderly patients, 193 
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— cervical carcinoma; value of endocer- 
vical curretage in early diagnosis, 721 


VACCINES, viral; present status of, 175 
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CONFIRMED THERAPEUTIC UTILITY 


Pro-Banthine® “proved almost invariably 
effective in the relief of ulcer pain, 


in depressing gastric secretory volume and in 


inhibiting gastrointestinal motility. 


“Our findings were documented by an in- 
tensive and personal observation of these 
patients over a 2-year period in private prac- 
tice, and in two large hospital clinics with 
close supervision and satisfactory follow-up 
studies.””* 

Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is primary. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a most valuable agent when 
used in conjunction with diet, antacids and 
essential psychotherapy. 

Therapeutic utility and effectiveness 


99% 


of Pro-Banthine in the treatment of peptic 
ulcer are repeatedly referred to in the recent 
medical literature. 
Pro-Banthine Dosage 
The average adult oral dosage of Pro- 
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G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Lichstein, J.; Morehouse, M.G.,and Osmon, K. L.: 
Pro-Banthine in the Treatment of Peptic Ulcer. A 
Clinical Evaluation with Gastric Secretory, Motil- 
ity and Gastroscopic Studies. Report of 60 Cases, 
Am. J. M. Sc. 232:156 (Aug.) 1956. 
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valescence? 


Convalescents, regardless of their yeats, Share om of the to tonic and recuperative 
needs of the aged, and wine is probably.) more widely recommended i in the care 
of these patient groups chan in any other. 
Many generations of physicians have warmly advocated not only dry table wines 
but also sweet dessert wines of many varieties for,their nutritional value 
in elderly and convalescent patients. 
Now modern research supplies the raison d’étre by clearly showing that wine not only 


supplies quick fuel but also serves to stimulate the desire for food where appetite is poor. 


WINE AIDS DIGESTION —Wine has been found to increase salivary flow,’ stimulate 


gastric secretion and facilitate the gastrocolic reflex.* 


WINE FOR GENTLE, SAFE SEDATION — Described as the safest of all sedatives, wine can 
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may be a significant factor in the prevention of dyspepsia. The systemic sedative* 
and vasodilative® actions of wine can be of great aid in cardiovascular disease 
For a few cents a day your patients can have wines produced from the world’s 

finest grape varieties grown in an ideal climate and handled with consummate skill. 

Research information on wine is available on request. Just write for your copy 
of “Uses of Wine in Medical Practice.” Wine Advisory Board, 717 Market Street, 


San Francisco 3, California. 


1. Winsor, A. L., and Strongin, E. 1.: J. Exper. Psychol. 16:589 (1933). 

2. Ogden, E., and Southard, Jr., F. D.: Fed. Proceedings 5:77 (1946). 

3. Adler, H. F.; Beazell, J. M.; Atkinson, A. J., and Ivy, A. C.: Quart. J. Studies on Alc. 1:638 (1941). 

4. Salter, W. T.: Geriatrics 7:317 (1952). 

5. Wright, 1. S., Arteriosclerosis, in Steiglitz, E. J.: Geriatric Medicine, Philadelphia, W. B. Saunders Co. (1949). 
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— > 1,300,000,000 Gantrisin tablets 
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1958 ANNUAL MEETING 


AMERICAN GERIATRICS 
SOCIETY 


Mark Hopkins Hotel 
San Francisco, California 
June 19 and 20, 1958 


All Fellows are urged to attend the annual meeting. 
Make plans early. Reservations may be made through 
the San Francisco Convention & Visitors Bureau, 
300 Civic Auditorium, San Francisco, California— 
Attention Mr. Walter G. Swanson, Vice President 


and General Manager. 
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COMMITTEE APPOINTMENTS FOR THE 
AMERICAN GERIATRICS SOCIETY 


1956-1957 
1. PROGRAM 


Dr. Epwarp HENDERSON, Chairman 
236 Midland Avenue, Montclair, New Jersey 
Dr. Cortez F. ENLOE 
551 Fifth Avenue, Suite 1010, New York 17, N. Y. 


Dr. Cuayton L. Moravec 

1352 Union Street, Schenectady 8, N. Y. 
Dr. FREDERICK ZIMAN 

145 West 86th Street, New York, N. Y. 


2. LOCAL ARRANGEMENTS 


Dr. E. Ciow, Chairman 
Westchester Division, New York Hospital, 
White Plains, N. 

Dr. Z. T. BeRcovitz 
121 East 60th Street, New York 22, N. Y. 

Dr. C. WARD CRAMPTON 
1035 Park Avenue, New York 29, N. Y. 

Dr. J. HUNTER Fucus i 
8712—132nd Street. Richmond Hill 18, N. Y. 


Dr. Henry P. Lets, Jr. 

2 East 55th Street, New York 22, N. Y. 
Dr. Epwarp J. LoRENZE 

Burke Foundation, White Plains, N. Y. 
Dr. Epwarp James McC aBe 

2 East 55th Street, New York 22, N. Y. 
Dr. Brittain Forp Payne 

17 East 72nd Street, New York 21, N. Y. 


3. NATIONAL INDUSTRIAL ADVISORY 


Dr. Georce C. Down, Chairman 
216 Main Street, Worcester 8, Massachusetts 
Dr. Harotp BRANDLEONE 
116 East 63rd Street, New York 21, N. Y. 
Dr. Cuarves E. Dutcuess 
Schenley Laboratories, 350 Fifth Ave., New York, N. Y. 
Dr. Hoiuis E. Clow 
Westchester Div., New York Hosp., White Plains, N. Y. 
Dr. E.wyn Evans 
601 Magnolia Avenue, Orlando, Florida 
Dr. Etmer T. GALE 
56 Central Street, Narragansett, Rhode Island 
Dr. Norris J. HECKEL 
122 S. Michigan Blvd., Chicago, Illinois 


Dr. Epwarp HENDERSON 
236 Midland Avenue, Montclair, New Jersey 
Dr. Wingate M. JoHnson 
Bowman Gray School of Medicine, Winston-Salem, 
North Carolina 
Dr. Haroup W. Lovett 
115 East 67th Street, New York 21, N. Y. 
Dr. THuomas H. McGavack 
5 Wakefield Road, Scarsdale, N. Y. 
Dr. Harper E. Ricuey 
2309 Raleigh Lane, Louisville, Kentucky 
Dr. Water A. STARK 
720 University Avenue, Las Vegas, New Mexico 
Dr. Joun J. Toma 
6671 Sunset Blvd., Los Angeles, California 


4. PUBLIC RELATIONS 


Dr. AusTIN ScHoEN, Chairman 


Frohlich Advertising Agency, 34 E. 51 St., New York, N. Y. 


Dr. Epnwarp HENDERSON ; 
236 Midland Avenue, Montclair, New Jersey 


Dr. B. Raw is 

654 Madison Avenue, New York, N. Y. 
Dr. MARVIN WEINBERG 

800 West End Avenue, New York, N. Y. 


5. MEMBERSHIP 


Dr. Ropert B. GREENBLATT, Chairman 
Medical College of Georgia, Augusta, Georgia 
Dr. Louts L. AMaTo 
701 East Broward Blvd., Fort Lauderdale, Florida 
Dr. Brock E. Brusx 
Henry Ford Hospital, 2799 West Grand Blvd., Detroit, 
Michigan 
Dr. Peter J. GUTHORN 
601 Grand Ave., Asbury Park, New Jersey 
Dr. GeorGe J. Hamwi 
2367 Club Road, Columbus 21, Ohio 
Dr. Norris J. HECKEL 
122 8. Michigan Blvd., Chicago, Illinois 


Dr. Rosert B. McKirrrickx 

237 North Broadway, Yonkers, N. Y. 
Dr. MattHew 

705 Pacific Avenue, Atlantic City, New Jersey 
Dr. S. M. PoINDEXTER 

1220 Harrison Boulevard, Boise, Idaho 
Dr. Francis M. 

P. O. Box A, Monrovia, California 
Dr. Jonn D. Trawick, Jr. 

332 W. Broadway, Louisville 2, Kentucky 
Dr. ANAK C. WINEBERG 

3120 Webster Street, Oakland 9, California 
Dr. BerNarRD YEGGE 

227—16th Street, Denver 2, Colorado 


6. EDUCATION 


Dr. Evwarp HEeNpERSON, Chairman 

236 Midland Avenue, Montclair, New Jersey 
Dr. GeorGe W. AINLEY, Sr. 

1245 Glendon Ave., Los Angeles 24, California 
Dr. Ricnarp F. BELLAIRE 

380 Church Street. Saranac Lake, N. Y. 
Dr. WarrEN H. Cote 

University of Illinois College of Medicine, 1853 West 

Polk Street, Chicago 12, Illinois 
Dr. FranK GLENN 

525 East 68th Street, New York 21, N. Y. 
Dr. Witt1am HamMoND 

36 Crane Road, Scarsdale, N. Y. 


Dr. Epwarp H. HAsHINGER 

411 Nichols Road, Kansas City 12, Missouri 
Dr. RicHarp J. KRAEMER 

2907 Post Road, Greenwood, Rhode Island 
Dr. B. Kountz 

5600 Arsenal Street, St. Louis 9, Missouri 
Dr. Epwarp J. LORENZE 

Burke Foundation, White Plains, N. Y. 
Dr. ArtTHuR C. McCarty 

1414 Heyburn Blvd., Louisville 2, Kentucky 
Dr. W. PrIppLE 

46 Dunloe Road, Toronto, Canada 
Dr. Letanp SHAEFFER 

1502 Reynolds Bldg., Jackson, Michigan 


7. LEGISLATIVE 


Dr. F. Daniet SuTTENFIELD, Chairman 
1818—R Street, N.W., Washington 6, D. C. 
Dr. GeorGe W. CALVER 
Room 76, U. S. Capitol, Washington 25, D. C. 


Senator Tuomas C. Desmonp (Hon. member) 
Newburg, N. Y. 

Dr. Cuarues McCarty 
1313 Bedford Avenue, Brooklyn 16, N. Y. 


8. RESEARCH 


Dr. Laurance W. KInsELL, Chairman 
2701—14th Avenue, Oakland, California 
R. E. Clow 
Westchester Division, New York Hospital, 
White Plains, N. Y. 


Dr. Epwarp HENDERSON 

236 Midland Avenue, Montclair, New Jersey 
Dr. Tuomas H. McGavack 

5 Wakefield Road, Scarsdale, N. Y. 
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Readjusts Estrogen Balance 


and 
Relieves Emotional Instability 


Creates 
Confidence and Comfort 
in 
Kstrogen Deficiencies 


menopause hypo-ovarianism 


post-menopausal symptoms . menometrorrhagia 


FORMULA: | SUPPLIED: 


Each tablet contains: | Bottles of 100 
Reserpine....... 0.1 mg. | and 1000 tablets. 
Ethinyl Estradiol 0.01 mg. 


At a Patient— 


CHICAGO PHARMACAL COMPANY 


Chicago 40, Illinois 
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Readjusts Estrogen Balance 


and 
Relieves Emotional Instability 


Creates 
Confidence and Comfort 
in 
Estrogen Deficiencies 


menopause + hypo-ovarianism 


post-menopausal symptoms menometrorrhagia 


FORMULA: 
Each tablet contains: 


Reserpine....... 0.1 mg. 
Ethinyl Estradiol 0.01 mg. 


SUPPLIED: 


Bottles of 100 
and 1000 tablets. 


Pa. 
J. 
C. 
i 
CHICAGO PHARMACAL COMPANY 
(In writing to advertisers, please mention the journal—it helps.) 


JOINT EFFECTS: 


Pain and tenderness relieved. 
Mobility increased. Swellings 
diminisl ed or disappeared. Muscle 
strength improved. Rheumatic nod- 
ules often disappeared. Even severe 
or advanced deformity improved. 
Active inflammatory process usu- 
ally subsided and joint effusion 
diminished. 


Patients felt and looked better. Ee 
ercise tolerance increased. Walking 
speed and hand grip improved. 


LABORATORY. EFFECTS: 


E. S. R. often fell slowly and heme 
globin level rose gradually. 


Chemotherapy 
Long-term studies in this country'and abroad 
ave shown that the antimalarial ARALEN phosphate 
produced in 72% of 294 cases 
| of rheumatoid arthr tis. Aralen was often successful where _ 
other agents failed. Zemissions often persisted for 
; mee any months after therapy had been discontinued. = 


no- 


ANALGESICS AND STEROIDS: 


J equirements usually reduced or eliminated. 


Dosage: Aralen is cumulative in action and requires: four to 
twelve weeks of administration before therapeutic effects 
become apparent. The usual adult dose is 250 mg. daily. If 
side effects appear withdraw Aralen for several days until 
they subside. Reinstate treatment with 125 mg. daily and, 
if well tolerated, increase to 250 mg. 


If medication is withdrawn, a relapse, if it occurs, will usually 
be manifest within 3 to 12 months. Resumption of therapy, 
as above, is generally again effective. 


Supplied: 
Aralen phosphate: 250 mg. tablets in bottles of 100 and 1000. 
125 mg. tablets in bottles of 100. 


White for booklet discussing clinical experience, tolerance, 


precautions, etc., in detail. 


Aralen (brand of chloroquine) ° 
trademark reg. U.S. Pat. Off. 3 LABORATORIES 
vA NEW YORK 18, N.Y. 
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for the depressed and regressed 


selective increase in psychic energy 


MARSILID 


(iproniazid) Roche 


In both mild and severe depression, Marsilid can restore a sense of 
healthy well-being, with renewed vigor, activity and interests. Patients 
with acute depression refractory to shock treatment have shown a 
heartening response to Marsilid. Even “burned out” psychotics, un- 
touched by any other therapy, have become more alert, responsive 
and sociable. 


As a psychic energizer, Marsilid is truly unique. It provides continuous 
mood improvement with gradually reduced dosage. Patients do not 
develop resistance to its normalizing effect; there is no tachyphylaxis. 
Marsilid does not elevate blood pressure . . . does not decrease but 
usually stimulates appetite. 


In mild depression, improvement with Marsilid is usually evident 
within a week or two. In severe depressive states of hospitalized 
psychotics, a month or more may be required for apparent response 
... but Marsilid often leads to complete remission, obviating the need 
for shock therapy. 


Note:Marsilid is contraindicated in patients who are agitated, overactive 
or overstimulated, or in those with a history of renal or hepatic disease. 


For complete references and information concerning dosage, indications and contraindications, 
write V. D. Mattia, Jr., M. D., Director of Medical Information, Roche Laboratories, 
Division of Hoffmann-La Roche Inc, Nutley 10, N. 7. 


MARSILID® PHOSPHATE — brand of iproniazid phosphate 
Supplied in scored tablets of 50 mg (yellow), 25 mg (orange), and 10 mg (pink) 


Original Research in Medicine and Chemistry 


(In writing to advertisers, please mention the journal—it helps.) 
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exerts a vasodilating effect on vessel walls 
increases blood flow to the extremities. — 


TABLETS, 25 mg. (scored). ELIXIR, 25mg. per 4- mi. teas 
for injectio MULTIPLE - DOSE 


RORAL 


a 


GERIACTIVE 


GERIATRIC SUPPORTIVE FORMULA, ABBOTT 


TABLETS, ABBOTT 712289 


raw 


A FULL RANGE OF DIETARY 
AND THERAPEUTIC SUPPORT 
FOR OLDER PATIENTS 


B-COMPLEX VITAMINS 
Thiamine Mononitrate 
Riboflavin 

Pyridoxine Hydrochloride 
Nicotinamide 

Calcium Pantothenate 


OIL SOLUBLE VITAMINS 
Vitamin A. . 
Vitamin D 
Vitamin E 


_ 1.5 mg. (5000 units) 
125 meg. (500 


HEMATOPOIETIC FACTORS 


Bevidoral® Y, U.S.P. Unit (oral) 

(Vitamin By2 with Intrinsic Factor Concentrate, Abbott) 
Folic Acid 


CAPILLARY STABILITY 


Ascorbic Acid 
Quertine® (Quercetin, Abbott) 


LIPOTROPIC FACTORS 
Inositol. . 


ANTI-DEPRESSANT 
Desoxyn® Hydrochloride . . 

(Methamphetamine Hydrochloride, Abbott) 
HORMONES 
Sulestrex® (Piperazine Estrone Sulfate, Abbott)... . 
Methyltestosterone 


0.3 mg. 


STREAMLINED INTO THE SMALLEST TABLET _ms OF ITS KIND ObGott 


Ge 
eee 
2.5 mg. 
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PRURITUS ANI 


NEW ORAL TREATMENT FOR INTRACTABLE CASES 


BASED ON NEW RATIONALE 


In pruritus ani, stools are usually strongly 
alkaline. Malt Soup Extract encourages 
growth of aciduric bacteria in the intes- 
tines; feces become soft, have an acid reac- 
tion, and intractable rectal itching dis- 
appears. 


Borcherdt’s Malt Soup Extract consists of 
specially processed non-diastatic barley 
malt extract neutralized with potassium 
carbonate. (The same preparation as used 
for years in correction of constipation.) 


Borcherdt’s 


Complete relief in 80% of 46 cases, usually in 3 days.' 


Dose: 2 tbs. A.M. and P.M. Take in milk, 
water, or by spoon. Continue for 2 to 3 
weeks, when perianal skin should be healed, 
Resume treatment if symptoms recur. 


Supplied: Liquid, 8-oz. and pt. jars. Powder, 
8-oz. and 1 lb. jars. (Use heaping measure.) 


1. Brooks, L. H.: Use of Malt Soup Extract 
in Treatment of Pruritus Ani, (Ameri- 
can Proctologic Society, April, 1957. To 
be published.) 


For Samples and Literature, write 


BORCHERDT COMPANY 
217 N. Wolcott Ave. Chicago 12, lll. 


MALT SOUP EXTRACT 


PROMOTES FAVORABLE ACIDURIC INTESTINAL FLORA 


forgetfulness and associated symptoms 
alleviated with 


Each scored tablet contains pentylenetetrazole 100 mg. (1% gr.), nicotinic acid 50 mg. 


MENIc combining the analeptic, pentylenetetrazole, with the cerebral vaso- 
dilator, nicotinic acid, is"... safe and simple... practical and inexpensive... 
can be used without hesitation on an ambulatory basis ... especially useful in 
combating symptoms of abnormal behavior...” sLevy, J-A.M.A., 153:1260-1265, 1953. 


(% gr.). In bottles of 100 and 500 tablets. Literature and samples available upon request. 


Usual dose: 2 MENIC tablets t.i.d., p.c. 


GERIATRIC PHARMACEUTICAL CORP. / 


Pioneers in Geriatric Research 
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in arthritis, B UFFERIN. because... 


...in the majority of your arthritic cases BUFFERIN alone can safely and 
effectively provide adequate therapeutic control without resorting to the 
more dangerous cortisone-like drugs. 


... BUFFERIN is better tolerated by the stomach than aspirin, especially 
‘among arthritics where a high dosage, long term salicylate regimen is 
indicated. 

... BUFFERIN provides more rapid and more uniform absorption of 
salicylate than enteric-coated aspirin. 

...even in the relatively few cases where steroids are necessary, use of 
BuFFERIN will allow proper flexibility for individual dosages. a 


... BUFFERIN is more economical for the arth- 
ritic who requires a long period of medication. 


... BUFFERIN contains no sodium, thus mas- 
sive doses can be safely given without fear of 
sodium accumulation or edema. 


Each sodium-free BUFFERIN tablet contains andaiiniai acid 
5 grains, and the antacids magnesium carbonate and aluminum glycinate. 


Bristol-Myers Company, 19 West 50 Street, New York 20, New York 
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PATIENTS ON 
“MEDIATRIC” 
CAN EXPECT 
A HEALTHIER, 
HAPPIER 
“SECOND FORTY 


YEARS" 


Steroid-Nutritional Therapy 
Provides a 
Constructive Approach 


in Preventive Geriatrics 


“MEDIATRIC,; 


AYERST LABORATORIES 


New York, N.Y. e Montreal, Canada 
5659 
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INCONTINENCE 


_ Both Infant and Adu 


® 
CHLORIDE 


METHYL BENZETHON'UM CHLORIDE 0.1% 


OINTMENT 


ANTI-BACTERIAL 
WATER-MISCIBLE 
NON-IRRITATING 


7 years experience 

IN THE TREATMENT AND PREVENTION OF 
_AMMONIACAL | 
DERMATITIS 


“LITERATURE AND 
SAMPLES ON REQUEST 


PHARMACEUTICAL DIV. HOMEMAKERS’ PRODUCTS CORP 


ENGLEWOOD CLIFFS, N. J., TORONTO, CANADA 
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longer life... 
and the health 


Sus YOUR 39-year-old patients on a Supplifort 

Elixir policy now to insure healthier living 
after 65. Nutritionists today stress that more vigor 
in later years comes from wise nourishment long 
before that time. 


Two or three tablespoonfuls of winelike Supplifort 
daily with meals supply enough lysine to improve 
the essential amino acid balance of inadequate ce- 
real proteins, which constitute as much as 40% of 
the total protein in poorer diets. Methionine similar- 
ly improves the protein value of root vegetables. 
Eight important B vitamins stimulate appetite, pro- 
mote protein metabolism, and allay many effects of 
aging. Calcium, iron and trace elements also help 
to insure “wise nourishment” throughout the years. 


THE NEW NUTRITIONAL INSURANCE 


SUPPLIFORT 


ELIXIR 


Three tablespoonfuls a day — one with each meal — provide: 


t-Lysine Monohydrochloride . . 790 mg.* Calcium (from calcium lactate) . 75 mg. 
hee, eae 50 mg. Iron (from ferrous gluconate) . 30mg. 
Thiamine Hydrochloride ... 10mg. & cee 
Pyridoxine Hydrochloride ... 2mg. Potassium. ....... « 50mg. 
Niacinamide ..:..... . 100mg. Magnesium ..... 


*equivalent to 600 mg. t-lysine 


Dosage: One tablespoonful (15 cc.) with meals two or three times daily. 
Administration with meals is essential for maximal benefits of lysine supple- 
mentation. May be taken ‘“‘on-the-rocks.” 

Supplied in pint and gallon bottles. 


first with lysine 


INC. 


Kenilworth, N. J. 
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You can rely on the fully revised 19th edition of 


STEDMAN'S 


MEDICAL DICTIONARY 


Edited by 


Norman Burke Taylor, V.D., M.D., F.R.S., F.R.C.S., 


and Allen Ellsworth Taylor, D.S.O., M.A. 


Stedman’s, again modernized and brought up to date, retains and adds to th 


many attractive features that have won for it its many years of popularity— 


Definitions: 
Information: 
Scope: 
Pronunciation: 


Derivations: 


Illustrations: 


Organization: 


Appearance: 


Verdict 


always accurate, clearly worded, easy to understand. 
uniformly reliable and helpful; concise yet adequate. 
all the words you need, both old and new. 

simple guides that are easy to follow. 


brief statements of derivation follow definitions; comprehensive 
root-word list constitutes a course in medical etymology. 


text-figures and full-page plates carefully chosen for maximum 
value. 


anatomical terms and pharmaceutical terms, translated from Latin 
to English, grouped in almost a hundred tables; appendix offersa 
wide range of supplementary information. 


the type is clear and readable; the paper is sturdy; the binding is 
semi-flexible, green with gold stamping and most attractive; there 
is a handy thumb-index. 


of many satisfied users: “more than just a dictionary—a well-cross 
referenced medical thesaurus.” 


1708 pp. illustrated 23 plates (6in color) $12.50 


THE WILLIAMS & WILKINS COMPANY 


Mt. Royal and Guilford Aves. Baltimore 2, Maryland 
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Signs of a single B vitamin 
deficiency are regarded by nutri- 
tionists as evidence of lack of 
multiple B-complex elements _ 
and an indication for B-complex 
therapy. 


Despite similarity of published — 
formulas, B-complex multivita- 
min preparations may differ in 
. potency. Specify LEDERPLEX and 
to the : assure your patient a preparation 
conforming to highest profes- 
sional standards. 


The entire vitamin B-complex 
(folic acid and Bw included) 
is offered in highly potent form. — 
The palatable orange flavor of 
LEDERPLEX is taste-true, does not 
“wear thin” or go “flat” on pro- 
longed dosage. 


Each teaspoonful (5 cc.) of LEDER- 
PLEX LIQUID contains: 


/ENsive : Riboflavin (Bz) 2mg. 
Niacinamide 10 mg. 
Folic Acid 0.2 mg. 
Pyridoxine HC! (Bs) 0.2 mg. 
7 € Pantothenic Acid 2mg. 
Soluble Liver Fraction 470 me. 
Vitamin Bis Smcgm. 
Latin Also available in tablet, capsule and 


parenteral forms. 
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RELY UPON 
RAUDIXIN 
TO RELIEVE 
SOMATIC 
SYMPTOMS 


Elevated blood pressure 
Increased pulse rate 


RELY UPON 
RAUDIXIN TO RELIEVE 
PSYCHIC SYMPTOMS 


Anxiety Headache + Insomnia 
Excitation Tension Agitation 


ACHIEVE TOTAL MANAGEMENT OF YOUR HYPERTENSIVE PATIENTS 


Raudixin helps you achieve total management of your hypertensive patients. Blood pres- 
sure is gently lowered. The work load of the heart is decreased. Psychic symptoms such 
as anxiety and tension are relieved. You can also use the smooth tranquilizing action of 
Raudixin on your tense and anxious normotensive patients. You will find that Raudixin 
has little, if any, effect on the blood pressures of such patients. Whole root rauwolfia 
(Raudixin) “is often preferred to reserpine in private practice, because of the additional 
activity of the whole root.” * Dosage: Two 100 mg. tablets once daily; may be adjusted within 
arange of 50 to 300 mg. daily. Supply: 50 and 100 mg. tablets, bottles of 100, 1000 and 5000. 


*Corrin, K.M.: Am Pract. & Dig. Treatment 8:721 (May) 1957 


Squibb Whole Root Rauwolfia Serpentina 


Squibb Quality—the Priceless Ingredient 
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from stress states... 


...to vitality 


Hundreds of patients have now 
benefited from a short course of 
Vistabolic therapy. This modern 
tonic provides anti-stress, anabolic 
and nutritional support. It helps 
the geriatric patient recover 
quickly from surgery, debilitating 
disease, fatigue, neurasthenia, 
and other stressful conditions. 


Each oral tablet provides: 


Hydrocortisone 1.0mg. anti-stress aid > fone acetate...... 
Stenediol® (Methandriol)....10.0mg. <= anabolic aid > (Methandriol) ..10.0 mg. 
Bifacton® (Vitamin B,. nutritional aid > 2 activity (from 

w/ Intrinsic Factor 


Fernaemon®, Liver 


Concentrate) Ye U.S.P. njection, U.S.P.) ......20.0 meg. 


oral unit 


Available in 10-cc vials and boxes 
of 30 tablets. Trial supply and lit- 
erature available on request. 


Organon inc. | Orange, N. J. 
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Men Constantly on Their Feet... 


physiologically prone to hemorrhoids 


combine 
three outstanding, 
dependable therapeutic agents: 


~ ontocaine® hydrochloride 
eo-Synephrine® hydrochloride 
> ulfamylon® hydrochloride 
Bismuth subgallate . 


Balsam of Peru 
— in a cacao butter base — 


Supplied in boxes of 12. 
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As an added measure to promote 
rectal comfort, add MUCILOSE® 
to the patient's diet. 
This lubricating, nonirritating 
bulk laxative will keep stool 
consistency soft and 

PNS, Pontocaine (brand of tetracaine), Neo-Synephrine facilitate evacuation. 


(brand of phenylephrine), Sulfamylon (brand of mafenide) 
and Mucilose, trademarks reg. U. S. Pat. Off. 
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Sleep for the 


*. stroboscopic photo shows movements 0! 
restless sleeper (28-year-old male) after placebo. The following 
night the same patient was given nonbarbiturate Doriden 0.5 Gm. 
at bedtime. The result was an approximate 50 per cent reduction i! 
Overt motion and restlessness. Doriden® (glutethimide CIBA) acts 
within 15 to 30 minutes; induces 4 to 8 hours of sound, natura: 
sleep; rarely causes morning hangover. C I B A Summit, N./. 
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